STERILIZATION WITH BPL 
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Sonic Energy Systems 


Method-engineered for the fast, 
critical cleaning of surgical 


instruments, syringes and 
related items 


time 


> 
Write for newly- 
published technical 


brochure MC-564 


. 
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1 capillary and other small-vessel bleeding not controllable 


SSO 
‘CEL PADS Sterilized, x3" 8-ply-pads. and 4” x 12” §-p — 
TS: Sterilized, cotton-type, 2%” x1" x 1” portion, 
and 8 yd. x 2”, pleated in accordion fishin, 
upped in individual glass cor At 


the new hospital-tested 


Guity Rib Nipple 


Clinically proved with both normal 
and hard-to-feed babies... 
preferred by mothers 2 to 1 in 
extensive testing .. . lasts twice 
as long as ordinary nipples. 
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Ordinary, bell-shaped nipple 
lets air in at corners. Often 
collapses and pinches shut. 
Ordinary nipple requires 
“push-pull’’ action to start 
feeding and insertion is often 
too deep for newborn. Rubber 
is frequently too tough to per- 
mit easy sucking action. 


Special help for common problems. Sluggish eaters get a 
full feeding with less effort through the Rib Nipple. With the 
prompting of “twist action’, premies take and hold more. 
And cleft palate feeding is seldom a problem. 

Improves normal feeding action. With the Rib Nipple, the 
baby doesn’t eat too fast. Less spitting up. Supplementary 
feedings for the breast-fed are easier. The soft, functional shape 
allows smoother feeding with both large and small babies. 


nipple 
eliminate excessive 


Oval-shaped Rib Nipple helps 
seal out air. Hollow ribs as- “ey 


sure flow, won't bite shut. d 
The Rib Nipple allows gentle oe 
“twist action”’ to start feeding 

for newborn. Premies take 

more formula. Less burping, , 
less colic. Rubber is soft, yet 
withstands repeated washing. 


toured Curity bottle 


e 
® Available in com- 
plete “Sure-Grip”’ 
nurser. New con- 


provides exception- 


, ally tirm grip. Square 


KENDALL compas, 
BAUER & BLACK 


COivision 
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Administer Blood 


...Without Fear 
of Air Embolism 


The danger of air embolism to the patient during pressurized 
transfusions . . . and the tiresome, continuous hand pumping 
necessary to maintain flow pressure with conventional sets, are 
fully eliminated in Amsco Laboratories’ new “460” Pressurized 
Transfusion Set. 

Now a smooth, constant supply of blood flows to the patient 
under an even pressure exerted on the entire unit of blood. The 
blood flow to the patient is instantly adjustable from a maximum 
pressurized flow to slow drip . . . without losing the drip level. 

Essentially, the “460” is divided into two sealed chambers . . . 
one for blood . . . the other for air. Blood is prefiltered through 
eight square inches of filtering surface as it enters the chamber 
from the blood bottle. The entire unit of blood is easily pressurized 
by a few squeezes of a detachable pressure bulb. 


Economically priced, the “460” is ideal for use as the standard 
blood transfusion set, with uniform pressure always instantly 
available. 


@ Operation is easy, positive 
and eliminates worry of 
air embolism ... without the 
burden of constant pumping. 


Write for convenient 
pocket bulletin MC-543 


LABORATORIES 


J ERTE, PENNSYLVANIA 
DIVISION OF AMERICAN STERILIZER COMPANY 


HOSPITAL TOPICS 


1 
PRESSURIZED TRANSFUSION SET 
, 
4 
: -AMSCO: 
NS | 
4 


JULY, 1960, VOL. 38, NO. 7 


G. M. MARSHALL CONVENTION REPORTS 


Publisher 
21 Catholic Hospital Association 
Editorial Staff 
MARIE JETT 26 Texas Hospital Association 

Editor 

29 Upper Midwest Hospital Conference 
ELLEN L. DAVIS 


a 31 Southeastern Hospital Conference 
ALICE R. CLARKE, R.N. 33 American Nurses’ Association 
JOHN G. STEINLE 
Consulting Editors FEATURES 
J. F. FLEMING, M.D. 39 Administrators Go Back to School 
Medical Editor Part Ill; ACHA’s Educational Program 


MONA NELSON 
JOAN BOWDEN 
Staff Writers 


42 Home Care Programs in Peoria, Chicago, Detroit 


DEPARTMENTS 
CAROL J. BLEACKLEY 


Editorial Assistant 9 Scanning the News 


HELENE DUBRICK 11 News Briefs at Press Time 


Advertising Production 
36 Consultant’s Corner 


Business Staff John G. Steinle 


MARCELLA SKANDIS 


45 Health Insurance Newsletter 


State Sen. George R. Metcalf 


ROBERT E. EGAN 
JOHN HINSE 47 Review of Hospital Lawsuits 


JOHN HOGENSEN Leo T. Parker 


JACK C. SMITH wae 
Advertising Representatives 49 Pediatrics 
“Going to the Hospiial” Fun for Children 


Capt. Leonard Berlow 


53 0O.B. Department 
Part Il: American College of Obstetrics and 
Gynecology Report 


(Continued on page 7) 


Published monthly by HOSPITAL TOPICS, INC. Publication office: 50 West Washington St., Chicago 2, 
Ill. Telephone DEarborn 2-5145. 


Eastern Sales Office: 15 W. 44th St., New York 36, N. Y. Telephone OXford 7-5262. 


Subscription rates: one year, $4.50; two vears, $7.00: three vears, $9.00: single copy, 65 cents. Canadian and 
foreign subscriptions: one vear, $5.50: two vears, $9.00: three vears, $12.00: single copy, 75 cents. Entered 
as second class matter at the Post Office, Chicago, Ill. Additional entry at Barrington, IIl. 


Change of address notices, undeliverable copies, and subscription orders 
should be sent to: HOSPITAL TOPICS, 30 West Washington St., Chicago 2, IIl. 


Copyright 1960 by Hospital Topics, Inc., All rights reserved. 


JULY, 1969 5 


| 
EEO 
| 


Reprints suitable for framing available upon request 


Today’s concept in skin grafting... 
ROLO -DERMATOME 


This modern, power operated Dermatome feels well balanced in 
your hand. Only the disposable blade oscillates to cut accurate 
grafts set by a single lever, from 5/1000 to 30/1000. Adjustable 
widths — 1’, 24 and 3 inches. Rollers flatten the skin to eliminate 
tension as skin comes in contact with the blade. 

Always available on 30 day trial. 


420 ALCOTT STREET + KALAMAZOO, MICHIGAN 
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a SURGICAL AND HOSPITAL EQUIPMENT 
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ame TABLE OF CONTENTS THIS MONTH IN 


(Continued from page 5) aw 


@ Hospital design specialist Frederick E. 
Markus, aided by Jean E. Christie, R.N., 
investigate the efficiency of their model 
central supply department, with added 


75 Central Supply 
CSR Planners Review Efficiency of Department 
They Designed 


Frederick E. Markus, Jean E. Christie, R.N., comments by Evelyn Trabach, R.N., CSR 
Evelyn Trabach, R.N. supervisor (page 75). Our cover shot 
features two versatile work stations of 
R. 
81 Rx: Pharmacy and Medicine their CS 
Developing Radioisotope Programs 
Dangers in Verbal Orders @ TOPICS explores the American College 


of Hospital Administrators’ educational 
programs—with special attention to the 
institutes—in the last of a series on 
5 87 The Lab “Administrators Go Back to School,”’ 
J Preservation of Test Cells for Reverse Typing page 39. 


Helen Turk, M.T. 


Prescription Pad 


@ Going to the hospital for the child — 


; tears and tantrums, or cooperation? It’s 

89 Personally Speaking the latter, with the aid of a little booklet, 
by Capt. Leonard Berlow, designed for 

93 Book Corner 5-10 year old patients. Complete with 


cartoons (which may be colored) the 
book describes in story form what will 
94 Buyer’s Guide happen to the child at the hospital. 
(Page 49.) 


3] 
4 105 Films, New Literature 
’ @ Home care is a subject becoming widely 
107 Trade Topi discussed—and put into practice—to- 
a ee day. Three speakers from the recent Tri- 
“ State Hospital Assembly in Chicago tell 
how their home-care programs are set up 
and relate some of their hospital’s expe- 


OPERATING ROOM riences. (Page 42.) 


59 Sterilization of Instruments and Materials with COMING NEXT MONTH IN 


Beta-Propiclactone TORS... 
Henry F. Allen, M.D., and John T Murphy, e “An Orientation Program That 
Pharm. D. Works’’: a concise 5-step employee 


program, by Roger K. Duncan. 


64 International Anesthesia Society Meets, Studies 


Shock, e ‘Refresher Courses Bridge the Gap 


for R.N.’‘s to Return to Duty,” by 
Beatrice D. Chase, R.N. 
69 1 in 16 Hospitalizations a “T. & A." Study Shows e And a two-pronged exploration of 
purchasing—administration roles in 
70 O.R. Question Box Expects of a 
urchasing Agent,’’ by Gordon W. 
Carl W. Walter, M.D. Gilbert and ‘Should the Purchasing 
Agent Be Part of Administration?” 
71 Selected Bibliography by John P. Preston. 


Dorothy W. Errera, R.N. 
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One glance shows 
i.e. fire 
\ 
With the new Bardic® Pak-O-Meter® 
plastic I.V. set, intravenous ‘infusion i is 


“automatically metered. This inexpensive, 


accurate device does away with the tedious 
counting and clocking of drops; greatly 
reduces calculation and conversion. 

©The Bardic Pak-O-Meter is a proven 
time-saver. And, where the dosage 


is critical, it can be a life-saver. 


INTEORITY 


a 
2 


QUALITY 


C. R. BARD, INC., SUMMIT, N. J. 


SINCE 


For further information use postcard opposite page 108. 
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micro-clamp 
quickly sets 

or adjusts 

rate of flow 
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Lung Volume Recorded 
in New Asthma Test 


A device called a plethysmograph 
has been developed to help distin- 
guish between bronchial car- 
diac asthma attacks. The test in 
volves sealing the patient briefly 
in an airtight box, which is 
equipped to allow precise measure- 
ments of the total volume of the 
patient’s lungs, according to Tsung 
0. Cheng, M.D., director of the 
laboratory, Brooklyn Hospital, de- 
veloper of the apparatus. 

In bronchial asthma, the at- 
tacks occur because of spasms in 
the bronchial passages, which great- 
ly reduce the air available to the 
lungs. In cardiac asthma, however, 
the bronchial passages are con- 
stricted because of a swelling of 
tissues when the heart’s pumping 
becomes seriously inadequate. 

Normal treatment for bronchial 
asthma often includes drugs of the 
epinephrine type, states Dr. Cheng, 
but drugs of this type would fur- 
ther tax an already overburdened 
heart in the case of the cardiac 
asthma attack. 

The plethysmograph allows con- 
unuous measurement of the lung 
and bronchial systems’ resistance to 
air flow. This resistance, while 
light in the normal person, may 
be severe in the asthmatic. The 
amount varies during the breath- 
ing process as the volume of air 
in the lungs changes. 


According to Dr. Cheng, the pat- 
terns of change of the two asthmas 
are suthciently different that one 
may distinguish between them. 


Plastic Balls Correct 
Brain Defect 


Tiny plastic balls inserted in the 
bloodstream corrected a large ar- 
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Scanning the News 


Susan Phyllis Lindsey, first year nursing student, 
Hospital, New Orleans, La., has already practiced on an orange before administering her first 


“hypo” to fellow student, Carol Ann Laudmiey. 


Mother School of Nursing, Southern Baptist 


It is a difficult experience for both girls, who 


must learn to perform the task with skill and confidence. According to Elizabeth Willington, 
their instructor in the pre-clinical fundamentals of nursing class, such comments as “I can’t 
do it,” “I'll never be able to be a nurse if | have to give shots,” and “I'll never be able to 
do that to a friend’ are very familiar on the first day the students must give injections. 


terial malformation in the brain, 
according to Alfred J]. Luessenhop, 
M.D., department of neurosurgery, 
Georgetown University Medical 
School, Washington, D. C. 


The operation, first of its kind, 
was performed on a 47-year-old 
woman who had suffered periodic 
fainting spells since childhood. For 
15 vears prior to the operation, she 
had episodes of numbness and 
weakness in the right arm and 
right leg. In addition she suffered 
some loss of movement in the 
right fingers, and a slight speech 
impairment. 

Four plastic balls, ranging from 
9.5 to 4.2 mm. in diameter, were 
inserted in the internal carotid 
artery located in the neck. Carried 
by the bloodstream to the site olf 
the abnormal arteries, they blocked 


the flow of blood, removing the 
malformation from the circulatory 
system. 

After surgery the patient was 
able to write legibly, and there 
Was no recurrence of speech im 
pairment or numbness. 

Dr. Luessenhop explained that 
arteries leading to such a matltor- 
mation are greatly enlarged com- 
pared with the arteries to the 
surrounding brain. Most of the 
malformations received their blood 
supply primarily through the mid- 
dle cerebral artery, and this artery, 
a natural continuation of the in- 
ternal carotid, forms the route of 
the blocking agents. The size of 
the object will keep it from _ pass- 
ing into the small arteries of the 
brain. 
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.based on questions asked about 
DennisonWraps by OR Supervisors 
at the 1960 AORN Convention. 


©. What outstanding reason do hospitals give for re- 
placing muslin and other autoclave wrappers with Dennison- 
Wraps? 


A. Many hospital authorities are convinced that 
DennisonWraps are safer to use than other wrapping 
materials. Large hospitals are also attracted by the lower 
cost per use and the elimination of laundry bottlenecks. 
Smaller hospitals list space savings and faster drying as 
additional factors. 


Q. What evidence is there that DennisonWraps satisfy 
all sterility requirements? 


A, Published reports of clinical tests, available on 
request, establish that: 


1. For standard wrapping procedures DennisonWraps are 
significantly superior to muslin in terms of time ours 
to reach a given temperature. 


2. DennisonWraps will maintain sterile conditions at 35°C, 
24°C and 4°C for varying lengths of time up to 6 weeks. 


3. Bacteriological tests performed on DennisonWraps which 


had been used 10 times produced negative results 
consistently. 


Since 1957, numerous hospitals have confirmed the accuracy 
of these statements. 


Q. What must be done to assure the return of Dennison- 
Wraps to Central Service for reuse? 


A. Nothing! All DennisonWraps—pre-cut sheets, tubing, 
glove envelopes and cases—carry the hygienic imprint: 
“Reusable DennisonWraps . . . return to Central Service.” 
This constant reminder guarantees maximum reuse and 
lowest cost per use. 


10 For further information use postcard opposite page 108. 


Progress Report Autoclave Wrapping 


a | 


Q. What is the basis of the claim that DennisonWraps 
have a lower cost per use than muslin? 


A. A comprehensive hospital study conducted by Mrs. 
Jean E. Christie, R.N., as reported in HOSPITAL TOPICS, 
March-April, 1957, established these facts: 


Muslin DennisonWraps 
Size of Wrap Cost peruse Cost per use Cost per use 
@ 50 uses @ 6 uses @ | use 
15” x 15” 02251 .01027 .02189 
30” x 30” .05335 .01757 .05740 
40” x 40” — .02846 .09049 
45” x 45” .09697 


Q. Does the use of DennisonWraps involve any change 
in wrapping techniques? 


A. No! Because DennisonWraps are made of double- 
creped paper with two-way stretch, they have folding and 
shape-conforming properties similar to muslin. Moreover, 
since they lack the bulk and floppiness of muslin, hospitals 
report that it is much easier to train new personnel to wrap 
with DennisonWraps. 


Q. What's the first step in making the transition to 
DennisonWraps? 


A. write for a free hospital evaluation kit. It contains 
test quantities of DennisonWraps in precut sheets, glove 
wicks, envelopes and cases, 3” tubing, plus three clinical 
reports which prove that DennisonWraps will increase the 
safety, efficiency and economy of your autoclaving opera- 
tions. Address your request to Dennison Manufacturing Co., 
Dept.G-171, Framingham, Mass. 


Dennison 
the original 
reusable Double-creped Paper 


for superior autoclaving 
at lower cost 
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AMA APPROVES POLICY STATEMENT 
ON HEALTH CARE FOR AGED 


Health care of the aged was, as expected, one of the major 
topics of resolutions presented before AMA House of Dele- 
gates at association’s 10th annual meeting in Miami Beach. 


The following statement was adopted as official policy: 


“Personal medical care is primarily the responsibility of the 
individual. When he is unable to provide this care for him- 
self, the responsibility should properly pass to his family, the 
community, the county, the state, and only when all these 
fail, to the federal government, and then only in conjunction 
with the other levels of government, in the above order. 


“The determination of medical need should be made by a 
physician and the determination of eligibility should be made 
at the local level with local administration and control. The 
principle of freedom of choice should be preserved. 


“The use of tax funds under the above conditions to pay 
for such care, whether through the purchase of health insur- 
ance or by direct payment, provided local option is assured, is 
inherent in this concept and is not inconsistent with previous 
actions of the House of Delegates of the American Medical 
Association.’’ 

The house urged the board of trustees ‘‘to initiate a non- 
partisan Open assembly to which all interested representative 
groups are invited for the purpose of developing the specifics 
of a sound approach to the health service and facilities needed 
by the aged,’’ and declared that the AMA should increase its 
educational program on employment of those over 65, empha- 
sizing voluntary, gradual and individualized retirement. 


In other actions the AMA: 


—Condemned mail-order prescription filling, except where 
unavoidable because of geographic isolation of the patient. 


—Directed board of trustees to ask Council on Drugs and 
other appropriate AMA councils and committees to study the 


pharmaceutical field ‘‘in its relationship to medicine and the 


public’’ and submit an ‘‘objective appraisal’’ to House next 
June. 


—Agreed that AMA should sponsor a second national con- 
gress On prepaid health insurance. 


—Reaffirmed opposition to compulsory inclusion of physi- 
cians under social security. 


—Asked board of trustees to initiate a study of present 
policy regarding required content and method of preparing hos- 
pital records. 


TOPICS’ report on the convention will appear in the August 
issue. 


HILL-BURTON REVISIONS PROPOSED 
IN OMNIBUS HEALTH BILL 


Major revisions of Hill-Burton program are proposed in one 
section of omnibus health bill submitted to Congress by HEW 
Secretary Flemming early in June. This section would author- 
'Z@ special project grants to help states and localities plan 
Coordinated hospital systems, abolish annual ceiling of $1.2 
million for grants in hospital facilities research, increase to 
$10 million the fund authorization available for long-term 
Care facilities, and decrease by $10 million the authorization 
of grants for diagnostic and treatment centers. 


Other sections of bill would authorize: a five-year program 
to provide total of $100 million in construction subsidies to 
schools of medicine, osteopathy, dentistry, and public health; 
Project grants to schools of public health, nursing and engi- 
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neering to stimulate training of more public-health careerists; 
a new system of federal loan guarantees to encourage con- 
struction of facilities for group medical and dental practice 


Enactment of bill at this session seems unlikely. House and 
Senate hearings would be expected on the controversial sub- 
jects involved—but there’s no time in the crowded congres- 
sional calendar. 


HOUSE APPROVES MILLS BILL 
FOR CARE OF AGED 


As TOPICS went to press the House approved the bill for care 
of aged sponsored by committee chairman Wilbur Mills (D., 
Ark.). This bill (HR 12580) would amend Social Security 
Act to: 


(1) Make ‘medically indigent’’ persons over 64 eligible 
for federal-state financial aid to pay health-care bills. 


(2) Make participation by each state optional, and begin 
benefits in June, 1961. 


(3) Allow federal share of cost to range from 50 to 65 
percent, depending upon per capita income of state. 


(4) Let states determine scope of benefits, which could 
provide up to 120 days of hospitalization a year, plus physi- 
cians’ services, outpatient hospital care, major dental treat- 
ment, laboratory and x-ray services, and drug costs up to 
$200 yearly. 


Estimated annual cost to federal government is $325 million. 


Meanwhile, Sen. George Smathers (D., Fla.) has introduced 
his bill ($.3646). Some of its provisions: maximum insurance 
premiums of $6 monthly; principal benefits—60 days hospi- 
talization and 120 days of nursing-home care annually; cover- 
age of cost of drugs in excess of $50 a year; full federal in- 
come-tax deductions for medical expenses allowable to tax- 
payers with incomes under $5,000, and a partial, sliding-scale 
deduction for those earning more than $5,000; federal income- 
tax credits to insurance companies for net losses sustained in 
writing these policies; extension of old-age assistance to pro- 
vide medical benefits to some four million indigent persons 
over 65 who cannot pay insurance premiums. 


ILLINOIS STUDIES AGED IN HOSPITALS; 
FIGURES MAY BE SURPRISING 


What is the percentage of aged patients in general hospitals? 
The Illinois Hospital Association is seeking an answer to that 
question in a statewide study. Final tabulation and analysis of 
results will be included in the Ihinois report for the White 
House Conference on Aging next January. But early figures 
indicate that a disproportionately high number of patients in 
Illinois hospitals are 65 or over. 


Persons over 64 constitute about 10 per cent of the total 


population of Illinois. Yet the smallest proportion of aged 
patients reported in all the 10 IHA districts was 23 percent, 
reported by five hospitals in District 1 (Cook County). 


A preliminary check of returns from five hospitals in Dis- 
trict IX (including East St. Louis, Alton and surroundings) 
showed that the over-65 group represented 50 percent of their 
combined occupancy on May 24—date of a statewide census 
study 
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Calendar of Meetings 
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5- 9 American Goiter Association, Royal Col- 


lege of Surgeons, London, England 


AHA Institute, Methods Improvement, 
Hotel Sheraton Fontenelle, Omaha 
18-22 AHA Institute, Hospital Engineering, 
Biltmore Hotel, Los Angeles 

18-23 International Congress of Endocrinology, 
Copenhagen, Denmark 


22 American Society of Facial Plastic Sur- 
gery, Hotel Elysee, New York City 


25-29 International Congress on Occupation- 


al Health, Waldorf Astoria Hotel, New 
York City 


AUGUST 


1- 2 AHA Institute, Safety and Insurance, 
Cosmopolitan Hotel, Denver, Colo. 


1- 5 AHA Institute, Basic Hospital Pharmacy, 
University of Mi ta, Mi lis 


p 


The Armstrong H-H is a LARGE incubator 
equipped with a 40% oxygen nebulizer. 
The price is LOW—the FEATURES are 
MANY. They include: 


4-compartment mobile 
cabinet 


40% oxygen limiting 
valve 

3-stage humidity 
reservoir 
slide-opening for 
tube-feeding 
emergency opening 
tep-lid—safety glass 


clear plexiglas ends 
and sides 


foam mattress with 
plastic cover 

2 pre-shrunk weighing 
hammocks 


large enough for 
a 25-inch baby 


514 BULKLEY BLDG. 
CLEVELAND 15, OHIO 
CHerry 1-8345 


Armstrong Incubators are available inCanada from Ingram and Bell, Toronto, Ontario 
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American Society of Clinical Hypnosis 
Miami, Fla. 
7-12 International Congress of Gerontology 
Civic Auditorium, San Francisco 
8-10 AHA Institute, Hospital Administration, 
Oklahoma Biltmore Hote!, Oklahoma 
City 

8-11 National Medical Association, Penn. 
Sheraton Hotel, Pittsburgh 

14-19 American Society of Hospital Pharmo. 
cists, Shoreham and  Sheraton-Park 
Hotels, Washington, D. C. 

14-19 American Pharmaceutical Association, 
Shoreham and Sheraton-Park Hotels 
Washington, D.C. 


15-19 National Association of Boards of 
Pharmacy, Shoreham and_ Sheraton. 


Park Hotels, Washington, D.C. 


15-19 AHA and AAMRL Institute for Medical 
Record Personnel, AHA Headquarters 


and Lake Shore Motel, Chicago. 


21-26 American Association of Blood Banks 


Jack Tar Hotel, San Francisco 
21-26 American Congress of Physical Medicine 
and Rehabilitation, Mayflower Hotel, 
Washington, 


22-26 American Physiological Society, Stan- 


ford University, Palo Alto, Calif. 
26-27 American Association for Hospital Plan- 
ning, Federal Building and Clift Hotel, 
San Francisco 


27 American Association of Hospital Con- 
sultants, San Francisco 


27-30 American Podiatry Association, Drake 
Hotel, Chicago 
27-31 American College of Hospital Adminis- 


trators, Jack Tar Hotel, San Francisco 


29-September 1 American Association of Nurse 
Anesthetists, Civic Auditorium and 
Sheraton-Palace Hotel, San Francisco. 


29-September 1 American Hospital Association, 
Civic Auditorium and Jack Tar Hotel, 
San Francisco 


SEPTEMBER 


4- 9 International Society of Orthopaedic 
Surgery and Traumatology, New York 
City 

4-10 World Congress of Anesthesiologist, 

Toronto, Ont., Canada 


11-15 International College of Surgeons, 12th 
Congress, New York City 

12-13 Montana Hospital Association, Florence 
Hotel, Missoula 

12-16 AHA Institute, Nursing Service od 
ministration, Lafayette Hotel, Buffalo 

13-15 National Cancer Conference, American 


Cancer Society, and The National Can- 
cer Institute, Minneapol’s. Minn. 


(Continued on page '4) 
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Radiator heat can't do it..«. 


Sunlight can't do 


With “Scotch” Brand Autoclave Tape 
only your autoclave machine can 
make these markings appear! 


“SCOTCH” BRAND HOSPITAL AUTOCLAVE 
TAPE NO. 222 sticks at a finger touch, seals linen or 
Paper packs surely. It’s faster than pins or string and 
you can write on this tape with pencil or ink. Peels off 
Clean without leaving sticky residue. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 


UNMISTAKABLE MARKINGS appear only after 
this tape has been subjected to correct levels of heat 
and moisture found in autoclave. No danger of these 
markings being accidentally activated by radiator 
heat, sunlight, a dry air pocket in a faulty autoclave. 
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15-22 


18-20 


18-21 


18-25 


22-24 


24-27 


CALENDAR OF MEETINGS 


(Continued from page 12) 


World Medical Association, Berlin-Hil- 
ton Hotel, West Berlin, Germany 


Colorado Hospital Association, Stanley 
Hotel, Estes Park 


International Meeting of Forensic Pa- 
thology, New York City 


European Congress of Cardiology, 


Rome, Italy 

West Virginia Hospital Association, 
White Sulphur Springs 

College of American Pathologists, 


Palmer House, Chicago 


Quality 
swath 
a Big 


Brown Type 
Dermatome Blades 


by Drinopedic 


@ Unsurpassed for accuracy 


@ Precision made by OEC craftsmen 


@ Microscopic inspection for 
positive alignment 


e@ Superior cutting—Longer lasting 
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25-29 


27-30 


26-30 


28-29 


28-Oct. 


Society for Pediatric Radiology, Am- 
bassador Hotel, Atlantic City, N. J. 
National Recreation Congress, Shore- 
ham Hotel, Washington, D. C. 


American Society of Clinical Patholo- 
gists, Palmer House, Chicago 


AHA Institute, Central Service Ad- 
ministration, AHA Headquarters, Chi- 
cago 


International College of Surgeons, U. S. 
and Canada Sections, Winnipeg, Man., 
Canada 


5 Pan-Pacific Surgical Association, 8th 
Congress, Honolulu, Hawaii 


Box with 
6 Blades 
$11.00 


Available through your 
surgical supply dealer. 


EQUIPMENT CO. 
BOURBON INDIANA 


EUROPEAN ASSOCIATES: ZIMMER ORTHOPAEDIC, LTD., Bridgend, Glam, Great Britain 
ORTOPEDIA G.m.b.H. KIEL, Kiel, Germany | 


For further information use postcard opposite page 108. 


30-Oct. 1 American Medical Writers’ Associa. 


tion, Morrison Hotel, Chicago 


OCTOBER 


2. 


7 


10-12 


10-13 


10-13 


10-14 


10-14 


12-14 


12-14 


12-14 


17-18 


17-20 


American Society of Anesthesiologists 
Statler-Hilton Hotel, New York City P 


American Society of Plastic and Recon. 
structive Surgery, Statler Hilton Hotel, 
Los Angeles 


Hospital Association of Rhode Island, 
Sheraton-Biltmore Hotel, Providence 


AHA Institute, Hospital Laundry Man. 
agement and Operation, AHA Head. 
quarters, Chicago 


American Association for the Surgery 
of Trauma, Coronado Hotel, Coronado, 


Calif. 


American Academy for Cerebral Palsy, 
Penn-Sheraton Hotel, Pittsburgh 


American Association of Medical Clin. 
ics, Roosevelt Hotel, New Orleans 


American Rhinologic Society, Belmont 
Hotel, Chicago 


American Otorhinologic Society for 
Plastic Surgery, Conrad Hilton Hotel, 
Chicago 


National Medical Foundation for Eye 
Care, Palmer House, Chicago 


American Academy of Ophthalmology 


and Otolaryngology, Palmer House, 
Chicago 
Congress on Industrial Health, Hotel 


Charlotte, Charlotte, N. C. 


AHA Institute, Evening and Night Nurs- 
ing Service Administration, Pick-Roose- 
velt Hotel, Pittsburgh 


American Association of Medical Record 
Librarians, Olympia Hotel, Seattle 


National Federation of Licensed Prac- 
tical Nurses, Cole Hotel, Albuquerque, 
N. Mex. 


American College of Surgeons, Clinical 
Congress, San Francisco 


AHA Institute, Specialized Hospital 
Pharmacy, AHA Headquarters, Chicago 


American Vacuum Society, Cleveland- 
Sheraton Hotel, Cleveland, O. 


Maryland—District of Columbia—Delo- 


ware Hospital Association, Shoreham 
Hotel, Washington, D. C. 
Saskatchewan Hospital! Association, 


Bessborough Hotel, Saskatoon, Sask. 


American Society of Facia! Plastic Sur 
gery, Chicago 


Academy of Psychosomatic Medicine, 
Benjamin Franklin Hotel, Philadelphia 


Idaho Hospital Association, Elks Lodge, 
Boise 


Oregon Hospital Association, Gearhart 
Hotel, Gearhart 

American Dental Associction, Statler 
Hilton Hotel, Los Angeles 


(Continued on page ! 
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Made for Emergency Room Economy 


ask. 

Every easy-on-and-off Quixam fits either hand; saves 
sorting and handling time; reduces costs where usage 
is greatest. Quixams are only one of the complete line 
of PIONEER Rollpruf Surgical and Hospital Gloves 
Lodge, —all designed for positive savings on specific jobs. 
A PIONEER Glove Expert can help you save by 


arhort making a complete analysis of your glove problems. 


tatler- 
" The PIONEER Rubber Company -:+ 348 Tiffin Road + Willard, Ohio 
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CALENDAR OF MEETINGS 
(Continued from page 14) 


18-21 American 
Mayflower Hotel, Washington, D. C. 


Nursing Home Association, 


19-20 Washington State Hospital Association, 
17-20 AHA Institute, Management Develop- Davenport Hotel, Spokane 
ment, AHA Headquarters, Chicago ; 
20-21 Nebraska Hospital Association, Shera- 
17-20 American Academy of Pediatrics, Palmer ton-Fontenelle Hotel, Omaha 
House, Chicago 
21-25 American Heart Association, Jefferson 
17-22 American Surgical Trade Association, Hotel, St. Louis 
Morrison Hotel, Chicago 
24-26 AHA Institute, Directors of Hospital 
18 American Association of Poison Con- Volunteers, Basic, Statler Hotel, Bos- 
trol Centers, Palmer House, Chicago ton 


18-21 American Dietetic Association, Sheraton 
Hotel, Cleveland 


24-26 Ontario Hospital Association, Royal York 
Hotel, Toronto 


« beginning 
with 

Ident-A-Band In identification, it’s important to be right — 


right from the beginning. You can be sure 


a patient is correctly identified when you apply ident-A-Band in the 
Admitting Office . . . before he goes to his room, before specimens are 
taken, before lab tests are made . . . before an error has a chance to slip in. 
Ident-A-Banding takes only seconds of the Admitting Officer’s time. 

You may choose the quick-sealing Original Seal Ident-A-Band (shown) or 
the new Clip-Seal Ident-A-Band which locks instantly with finger pressure. 

If you want to be positive you must be sure the identification cannot 

be altered, washed away or transferred to another patient. Only 
Ident-A-Band gives you this assurance — the assurance of being right. 
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INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 


For further information use postcard opposite page 108. 


24-28 California Hospital Association, Miro. 
mar and Biltmore Hotels, Santa Barbaro 


24-28 AHA Institute, Medical Social Work in 
Hospitals, Bellerive Hotel, Kansas City 


25-26 South Dakota Hospital Association, Mo. 
sonic Temple, Mitchell 


25-27 Associated Hospitals of Manitoba, Royal 
Alexandra Hotel, Winnipeg, Man. 
Canada 


26-27 Industrial Hygiene Foundation of Amer. 
ica, Mellon Institute, Pittsburgh 


26-28 Association of State and Territorio| 
Health Officers, Jack Tar Hotel, Son 
Francisco 


30 American College of Osteopathic Hos. 
pital Administrators, Statler Hilton Ho. 
tel, Dallas, Tex. 


30-Nov. 4 American School Health Associo. 
tion, San Francisco 


31-Nov. 2 Association of American Medical 
Colleges, Diplomat Hotel, Hollywood 
Beach, Fla. 


31-Nov. 2 Association of Military Surgeons 
of the United States, Mayflower Hotel, 
Washington, D.C. 


31-Nov. 3. American Osteopathic Hospital As- 
sociation, Statler Hilton Hotel, Dallas, 
Tex. 


31-Nov. 3 Interstate Postgraduate Medical 
Association of North America, Pitts 
burgh-Hilton Hotel, Pittsburgh 


31-Nov. 3 AHA Institute, Staffing Depart. 
ments of Nursing, AHA Headquarters, 
Chicago 


31-Nov. 4 American Public Health Associa- 
tion, Civic Auditorium, San Francisco 


NOVEMBER 


3- 4 Oklahoma Hospital Association, Skir- 
vin Hotel, Oklahoma City 


4- 5 Central Society for Clinical Research, 
Drake Hotel, Chicago 


7-11 AHA Institute, Hospital Purchasing, 
AHA Headquarters, Chicago 


7-11 AHA Institute, Physical Therapists, Am- 
bassador Hotel, Los Angeles 


10-11 Kansas Hospital Association, Broadview 

Hotel, Wichita 
10-11 Virginia Hospital Association, Hotel 
Roanoke, Roanoke 


11-18 American Occupational Therapy Asso 
ciation, Statler Hilton Hotel, Los Angeles 


14-18 American Association of Inhalation 
Therapists, Pick-Nicollet Hotel, Min- 
neapolis, Minn. 


16-18 Missouri Hospital Association, Hotel 
President, Kansas City 


16-19 National Association for Mental Health, 
Denver-Hilton Hotel, Denver, Colo. 


17-18 Arizona Hospital Association, Hiway 


House, Tucson 


21-22 AHA Institute, Credits and Collections, 
AHA Headquarters, Chicago 
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the Abbo-Liter: 
like a big cousin 
to the ampoule 


and with the same high ampoule standard of safety 


The Asso-Lirer bottle you see pictured here is, in principle, 
an oversized ampoule. Its contents are sterile, pyrogen-free, 
and like the ampoule, packaged at atmospheric pressure. 


Administration is, in effect, by a simplified ampoule technic 
too. Even as the nurse must open an ampoule, so she uncaps the 
Asso-Liter. Simple aseptic procedure prevents contamination in 
both cases. No piercing pins to drive, no vacuum to relieve, no 
forcible inrush of room air. Now she need only attach the 
administration set, and begin venoclysis. 


Has she opened the correct bottle? The label of any container 
tells the contents, of course. But only the ABBo-LirEr gives her 
the extra precaution of stamping the solution identity on the safety 
cap, where it is seen as a double check. A small added safeguard. 
(Small, that is, until it prevents somebody’s error. ) 


Under the safety cap is the bottle cap, its threads formed 
after it was applied to the bottle, to give a perfect fit. Inside the cap, 
three more units: an inert hydrocarbon sheet, a soft rubber seal, 
and a movable metal turntable that makes the tightly 
drawn cap easy to unscrew. 


And about the Apso-Lirer, itself. Its glass is made to strict 
specifications similar to those for ampoules, gas-treated to 
provide a neutral pH. Clearly graduated and labeled for easy 
reading upside down, too, so that the nurse can easily check its 
suspended contents at a glance. And when she is at a distance, 
filtered air bubbles rising help her monitor the continued flow. 


But see the convenience of the ABBo-LiTER and its 
equipment for yourself. Your Abbott hospital representative 
will be glad to demonstrate. 


©1960, ABBOTT LABORATORIES, NORTH CHICAGO, LL. 007008 
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Catholic Hospital Association 


Meetings held during the Catholic Hospital Associa- 
tion convention in Milwaukee, May 30-June 2, were 
devoted to the subject of communications. Talks 
and panel discussions covered the topic from a sim- 
ple person-to-person oral message to a flood of mem- 
oranda. 

Hospital communications, vertical, horizontal, lat- 
eral, interdepartmental — all these were closely scruti- 
nized. Torics here presents abstracts of some of the 
talks given. 


Person to Person 


Sympathy, Respect, Interest, 
Cooperation Important 


Person-to-person communication is so common, so 
much with us, that we fail to give it the considera- 
tion it deserves. It is often poorly planned, or even 
overlooked. Yet it is inescapable. Each member of 
any Organization must come into daily or hourly con- 
tact with associates in ordinary conversation, in the 
giving of directions and the receiving of information, 
in interviews, or in conferences of various kinds. 

Good person-to-person communication is a blend of 
effective human relations, clarity, precision in the 
use of language. The principles involved may be 
simple, yet their application requires that they be- 
come habitual in daily behavior. 

In order to mature in one’s relations, it is neces- 
sary for an individual to learn to understand and 
empathize with another. 


The three most basic rules and principles of good 
relations cannot be neglected: respect the dignity of 
the other person; develop an interest in others which 
will lead you to recognize human differences and 


innate worth; and cooperate with the wants of the 
other person. 


Language, our most human achievement and our 
basic tool of communication, is an indispensable yet 
treacherous implement which may cause our messages 
to go awry. Three principles of the use of language 
are important: (1) Words do not mean; people do. 
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The meaning does not exist in the word, but in the 
intention of the communicator. (2) In all communi- 
cation, description comes first, prescription later. ‘Talk 
about facts first. (3) Language is limited, reality is 
infinite. Our words too frequently do not denote a 
vital reality; hence our talk may become meaningless. 

If we can establish proper attitudes and motives, 
if we can create a more satisfying climate in which 
to communicate, and if we can use our language 
with greater understanding of it as a tool, we can 
make our work more productive and much happier. 
We can then improve our ability in giving instruc- 
tions, making directions, effecting corrections, and 
coordinating the activities of our group, team, depart- 
ment, or hospital. — James N. Holm, M.D., protessor 
of speech, Kent State University, Kent, O. 


Principles and Technics 


The Conference— 

A Means of Communication 

The process of communication has two aspects, nei- 
ther of which can be totally separated from the other: 
first, the rapport which can occur without any words 


Snapped in deep conversation at the Catholic Hospital Association 
meeting are (I. to r.) Rt. Rev. Msgr. A. W. Jess, Camden, N. J., newly 
elected president of the organization, Thomas M. Dooley, M.D., famed 


Laotian physician and co-f der of Medico; and Rev. John J. Flana- 
gan, executive director of CHA, St. Louis, Mo. 
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CHA continued 


being spoken; and second, an ordering, structuring 
process that must operate at some level if the expe- 
rience of one person is to be conveyed to another in 
words. Language is social, and serves to communicate 
needs; it is also symbolic and has am organizing 
function, 

Therefore, any conference involves both verbal and 
non-verbal communication. Combinations of words 
present a series of ideas; the message is also trans- 
mitted by more or less conscious actions. 

Within the conference there is also a shifting proc- 
ess. All that has been presented through the com- 
munication, both verbal and non-verbal, is selected 
and related and further inferences are drawn. 

This process may seem complicated and almost 
impossible to attain. However, with a bit of aware- 
ness, the method can become a comparatively easy 
procedure. A few preliminary steps may help: 

A set time and place for the conference should be 
established. Haphazard meetings usually result in 
the neglect of any conference whatsoever. In the ac- 
tual conference itself, certain qualities ought to be 
possessed by the participants: clear, rapid thinking; 
ease of expression; analytical ability to clarify prob- 
lems; an impersonal attitude; patience; tact; poise 
and. sell-restraint; a good sense of humor; and a 
sense of purposefulness. 

Misunderstandings arise from what we do not 
hear, and from what we think we hear. (The word 
“hear” is used in the broad sense of both verbal 
and non-verbal communication.) Many people who 
seem to be listening miss important points, and so 
draw incorrect conclusions from what is said. For- 
tunately, with a little effort, this habit of not listen- 
ing can be corrected. All that is necessary is recogni- 
tion of the faulty hearing habit and then the 
conscious practice of the opposite good trait. Within 
a short time, the conscious good effort will become 
an unconscious advantageous habit. 


A generally accepted axiom is that we fear what 


Sister Evelyn (I.), 
director of nursing, 
St. Francis Hospital, 
Honolulu; and Sister 
Rose Vincent, assist- 
ant administrator, St. 
Elizabeth's Hospital, 
Utica, N.Y., fill a 
brief unscheduled 
moment with a hot 
dog and conversation. 
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we do not know. The individual who has confidence 
in himself, regardless of experience, is free enough 
to listen to someone else. The fearful are so busy 
with their defenses they are afraid to listen or con. 
tribute. — Rev. John W. Mullally, Yorktown Memori- 
al Hospital, Yorktown, Tex. 


Conquer the Creeps! 


Socialized Medicine? Not if You 

Follow This Routine 

There is afoot a skillfully designed campaign to 
socialize medicine. But we should understand that 
relatively few of those who assail hospital costs do 
so as deliberate, conscious proponents of that scheme. 
In most cases they are impelled by nothing more 
sinister than personal opportunism. They are the 
“creeps” in creeping socialism. 

If you confront these people persistently with 
positive statements of fact they will look elsewhere 
to attack. 

Therein lies a large part of the answer to the high 
cost charge confronting voluntary hospitals today. 
Simply tell the story of your costs, and tell it over 
and over again. And present your story so that the 
listener is told what’s in it for him. The great 
majority of Americans couldn’t care less about hos- 
pital costs, until they are affected personally. 


You must also tell your story to the people per- 
sonally affected — the hospitalized and their visitors. 
The patient is a captive audience. His visitors are in 
your “‘salesroom.” 

The theme of your informational effort should be: 
today’s more effective treatment gets the patient out 
of the hospital sooner, thereby lowering his over-all 
hospitalization cost. 


Your second step is a trained sales-oriented staff, 
armed with routine procedures that are customer- 
oriented. You should thoroughly indoctrinate all of 
your people, including your doctors, in your story 
and enlist their help in telling it over and over 
again to your patients and visitors. 


In addition, your routine procedures should be 
customer-oriented. My observation of hospital pro- 
cedures has been that you practically convince the 
patient or his family that you are going to steal him 
blind. If you don’t trust them, then they won't 
trust you. They won't find your story believable. 

In telling your cost story, you should enlist the 
people of influence in your community — the opinion 
leaders. How do you get them? I understand that very 
few hospitals have an active and effective local citi: 
zens’ advisory board. If such a board existed, it could 
include a community leader whose forte is research, 
and the newspaper editor, and a banker. One Way 
to get the very top opinion leaders of your com 
munity supporting you is to put them to work. Let 
them really help you in all matters in which they 
are expert. 


You could also —to enlist their aid — get some of 
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your staff into the millstream of community affairs; 
give speeches before the local service ciubs; and try 
running an ad in the local paper. (More often than 
not an ad is the least expensive way to reach people.) 


This is a limited program. But it is all you need 
to do to disperse the demagogues who are attacking 
you. The important thing is to keep telling your 
story. 

The codfish lays a million eggs 

While the faithful hen lays one. 

But the codfish does not cackle 

To inform us what she’s done. 

So we disregard the codfish 

While the faithful hen we prize, 

Which only goes to prove 

It pays to publicize. 
—Horace L. Lyon, vice president, Carl Byoir & Asso- 
ciates, Inc., New York City. 


Independent Authorities 


Formal Liaison Important Between 
Medical, Administrative Staffs 


The lack of adequate communication between the 
medical and administrative staffs of the hospital is 
one of the major causes of strife. Hospital manage- 
ment is vested in lay authority, and care of the 


Convention speakers on 

nications included Horace L. Lyon 
(L.), vice-president, Carl Byoir & 
Associates, New York; John J. 
McCarthy, consultant, marketing 
personnel training and practices, 
General Electric Co., New York; 
and Rev. John J. Humensky, 
Cleveland, past president of CHA. 


patients is delegated to the medical staff. The two 
factions are actually two independent, competing 
authorities. 


Communications break down primarily because 
two rules are often disregarded: (1) duties and 
sphere of authority should be outlined, in writing, 
to each member of the staff, and (2) each component 
part of the staff must keep the other parts informed 
about its activities. 

The essentials of effective communication can be 
condensed into the how, the where, and the when. 
The “how” is determined by the nature of the mes- 
sage in the particular case. Oral communication is 
informal and is especially convenient in a small con- 
ference or committee meeting. However, it is a 
hazardous medium when _ the subject discussed is 


complex or controversial. The spoken word is apt to 
be misinterpreted. 


A written message should be brief and courteous. 
It should contain a clear, concise statement of the 
problem, should define and explain the background 
of the problem, and should state the action taken by 
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the communicator, or tell what the recipient of the 
message is expected to do. In the latter instance, a 
time limit should also be set. 

Where the communication should be sent is an- 
other important consideration. Because a smaller 
group gives more attention to a message than does 
a larger one, a general staff communication should 
be sent to the executive committee, or another proper 
staff committee before it is sent to the entire staff. 


In order for a staff communication to command 
the utmost attention, it must be sent and received 
at the most opportune time. The element of surprise 
may be valuable in military strategy, but it is 
disastrous in hospital liaison. Before a new rule or 
procedure is finally put down on paper, oral con- 
ferences of small groups are valuable to iron out the 
rough spots. An active file of actions taken should 
be maintained for subsequent reference. 

Refrain from trivial communications, lest you have 
a situation like that of the boy who cried wolf, and 
the staff will finally pay no attention whatever to any 
communication, be it important or not. Too much 
communication is nearly as undesirable as too little. 
— Robert S. Myers, M.D., assistant executive director, 
American College of Surgeons, Chicago. 


Purchasing 


Statistics, Records Part 
Of Good Communication 


No management is worthy of the title “good” if it 
is not combined with good communication. The 
ability of an organization to pass its directive from 
the top down to the lowest echelon, and from the 
bottom to the top again, is the yardstick by which 
its progress can be measured. 

Poor management is not necessarily cured by good 
communication, but even poor instruction to the 
employee is better than no instruction. The less 
direction imparted by communication, the greater 
the movement in ever-increasing circles of confusion. 


Records of all types are of great importance to 
the hospital. Statistics and records of consumption 
are invaluable. They point out efficiencies and _ prob- 
lems in various areas. Figures can be compared to 
national averages, and areas of weakness can_ be 
brought into line with other similar institutions. 

(Continued on next page) 
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CHA continued 


The consumption rates of similar departments can 
be compared to determine usages of like supplies, 
and the figures can be used in correcting depart- 
ments that lag behind. Discrepancies can often 
be attributed to pilferage, and the situation can be 
remedied. Knowledge of how much of each item 
a department used in a calendar period is the basis 
of a hospital budget. — Edward Blaszczyk, purchasing 
agent, St. Mary of Nazareth Hospital, Chicago. 


‘Professional’ Training 


Diploma Program Should Prepare 
Graduate for General Staff 


If you study the meaning of professional education 
you will readily agree that it is not possible to ac- 
complish this in a diploma nursing program. If, in 
the diploma program, we prepare the graduate to 
be a good general staff nurse, we will have met one 
of our objectives. We must accept the limitations 
of our programs and realize that we cannot prepare 
the nurse for all the types of positions in which 
she may be placed after graduation. 


The terms “total nursing care” and “comprehensive 
nursing care” are often included in a nursing-school 
course description. The usual meaning of these terms 
is “physical, emotional, and spiritual care.” Further 
questioning may elicit a satisfactory description of 
what is included in physical care; the description of 
emotional care will be hazy. Just what constitutes 
spiritual care? 

The functions of the general staff nurse in a hos- 
pital are divided into direct and indirect nursing 
care. These functions are based on a definition of 
nursing and the functions for which the existing 
educational programs prepare their graduates. 

The major characteristic common to all practi- 
tioners of nursing is the giving of safe nursing care. 
The new graduate of any type of nursing-education 
program is a beginning practitioner who is compe- 
tent to give safe nursing care within the scope for 
which she has been prepared. Expertness in nursing 
develops as a result of continuing learning through 
guided experience, practice, and inservice education 
following completion of the basic program. ‘The 
major preparation differences lie in the length of 
preparation, the program content, and the methods 
by which practitioners are prepared. 

Graduates of diploma programs should be_pre- 
pared to give quality nursing care in the hospital 
setting. We can encourage the promising young 
diploma graduate to continue her education in a 
college or university, and work toward a baccalaureate 
degree and specialize later. We also encourage ap- 
plicants to diploma programs who appear to have 
exceptional ability and financial means to go into 
collegiate programs. 

The diploma program should be organized as an 
educational unit. The director and faculty have 


the responsibility for planning and implementing 
the total program. It is the faculty member's re. 
sponsibility to study professional publications and 
reports, so that he is well informed on current trends 
in nursing education. 


Faculty members need to recognize the student 
as a person who needs emotional warmth, acceptance, 
understanding, recognition, and interest in her as 
a person. Unless the student’s emotional and social 
needs are met, it will be most difhcult for her to 
relate to patients with warmth, empathy, and under- 
standing. When student assignments are made ac. 
cording to the needs of nursing service and_ the 
functional method of assignments is used, taking 
temperatures, doing treatments, and giving medica- 
tions rarely develop a spiritual relationship, and 
there is litile response to the needs of the individual 
patient. The patient needs to feel that he belongs 
to someone who cares, rather than to be a victim 
of the assembly-line technic. — Gertrude E. Nathe, 
associate director, Mercy Central School of Nursing, 
Grand Rapids, Mich. 


Nurse-Patient Communications 


Uncooperative Patient May 
Merely Be Uninformed 


The hospital has been designed, in the simplest sense, 
to care for patients; to care for the physical, spiritual, 
emotional, social, and rehabilitative needs. ‘Therefore, 
communications should be patient-centered. 


The nursing staff must be made to realize the 
importance of good communications with the pa 
tient. Nurses must learn to accept the patient as 
an individual, with self-respecting status. He needs 
to feel that we are interested in him as a_ person, 
not simply as the gallbladder in 302. 


Since the patient is in a new setting, care should 
be taken to explain both procedures and terminolog) 
to him. Sometimes a patient is listed as being un- 
cooperative when he really did not understand what 
we were trving to tell him. 


When the intercom is used for patient-nurse com 
munication, it is important that the patient have 
it explained to him, because it can be frightening 
to suddenly hear a voice out of nowhere and not 
know that this is a normal means of communication. 
A pleasant voice over the intercom, with assurance, 
does help to meet some needs of the patient, but it 
is never a substitute for patient contact. 


Hospitals, like many other forms of management 
groups, have two types of organization — formal and 
informal operating simultaneously. The formal or 
ganization is usually denoted by some kind of chart, 
which indicates the subdivisions of various activité 
and lines of authority between the chief executive 
and his staff and the worker at the base level. 


The director of nursing needs to know and under 
stand her place and area of responsibility 1m the 
formal organization as well as the function of other 
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PICS 


departments before she can define areas to mem- 
bers of her own staff. Her organizational chart should 
include the formal set-up within the department, 
and the lines of responsibility. For communications 
to be effective, each employee must have a clear 
understanding of the chain of command. He must 
know the one person to whom he is responsible. 


Once the chain of command has been designated, 
there should be provision for flow of information 
back and forth. In general, employees should be 
expected to go through proper channels and should 
not bypass the immediate supervisor. If the super- 
visors are kept informed and in turn do a good 
job of communicating, the basis is created for a type 
of coordinated teamwork, which is necessary. 

Informal organization is an important counterpart 
to consider in communication. It tends to operate 
horizontally and is limited vertically. One of the 
best informal organizations is the grapevine. Persons 
who represent authority here are in these roles usually 
by reason of longevity of service. They have learned 
the ropes, have tended to get what they want, and 
more than likely have survived several directors of 
nursing. 

It is only natural that where you find people, you 
find discussion. The grapevine actually deserves a 
lot more attention because its patterns may tell 
you where trouble spots are, and it is most active 
where employes are insecure because of lack of 
concrete information. 

Good communciations, verbal and written, are 
necessary for adequate patient care. Liaison between 
the medical and nursing staffs, by way of medical 
advisory committees or similar arrangements, is es- 
sential for the discussion of problems relative to 
the professional care of patients. 

Because the nursing department is involved in 
patient care, there are few areas in which it does 
not become involved. Nursing should feel free to 
work with other departments across the line for 
the solution of common problems. If we can all 
kcep in mind that we are working toward the same 
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What captured rapt attention 
of Sisters at the meeting? 
Stirring address by Dr. Tom 
Dooley, whose humor was as 
infectious as his dedication. 


end in caring for patients, this becomes an easier 
matter. — Renilda Hilkemeyer, R.N., director of nurs- 
ing, University of Texas M. D. Anderson Hospital 
and Tumor Institute, Houston. 


Two-Way Communication 


Technical, Organization Conditions 
Affect Information Relays 


Managers of complex organizations tend to be con- 
cerned with better communications downward, with- 
out examining how the process is working in reverse. 

We are just beginning to identify where, how, 
and why the two-way communication process breaks 
down. The administrative system, which is the most 
efficient in the transmission of information and _ or- 
ders downward, is not necessarily well suited to a 
reliable flow of factual and attitudinal information 
upward. The problem is to create a structure which 
allows the system to operate in both directions. 

Efforts to train people to be better communicators 
have concentrated too much on the skills of the 
individual and not enough on examining and cor- 
recting the technical and organizational conditions 
which impair even the best communicators. 

Poor attitudes toward the job and toward work- 
mates and superiors are not necessarily the results 
of personality differences or of lack of communicat- 
ing skills. Often the system of work flow of physical 
materials and paper work is inadequate. 

The achievement of good employee communica- 
tions is especially challenging when the organization 
depends upon the efforts of highly trained profession- 
als and of low-skilled personnel. Each group lives 
in a separate conceptual world, and there are sharp 
differences in status and role. Finding some way in 
which the two can reach some kind of understanding 
cannot be left to chance. Means must be established 
by which the various groups can meet on common 
ground to iron out at least a minimum of problems 
of mutual concern. — Robert H. Guest, Yale Tech- 
nology Project, New Haven, Conn. 


Texas Hospital Association 


Cure of Aged 


Most Aged in Fairly Good Health, 

And Not in Economic Difficulty 

The most pressing issue facing medicine and hospitals 
is the health care of the aged and how best to cope 
with it. 


It is incredible, but true, that the proponents of 
the compulsory social security approach to health care 
of the aged have brainwashed a sizable majority of 
the U. S. public into believing that we have a super- 
colossal problem for which a national legislative solu- 
tion must be found. 


According to this propaganda line, the aged are 


a sick, downtrodden, poor, dismally-discriminated- 


against group. 


The facts do not support this conclusion. A close 
look at the health of the elderly population shows 
that most of our older citizens are not in bad health 
— they are in fairly good health. Although 75 percent 
of all persons over 65 have some chronic condition, 
61 percent of them have no limitation or only minor 
limitation of their normal living activities. 


You get another distorted picture of the health 
status of the aged if you accept at face value the argu- 
ment that older people who are hospitalized remain 
in the hospital twice as long as persons in other age 
groups. The truth is that the greatest increase in 
average hospital stay takes place in the age group 45 
to 64, where the average length of stay almost doubles. 


Older people hospitalized for chronic disabling ill- 
ness do stay a significantly greater length of time than 
do those 45 and under. Although this group repre- 
sents only 10 percent of all persons over 65 who are 
hospitalized, it accounts for nearly 40 percent of total 
hospital days used by this age group. Thus the one- 
tenth disproportionately raises the average for the 
entire 65-plus group. 


The public has been brainwashed not only about 
the health status of the aged, but also about their 
financial status. The favorite statistic is that “three- 
fifths of all persons aged 65 and over had less than 
$1,000 in money income in 1958.” This distorted 
figure is arrived at simply by counting married women, 
supported by their husbands, as having no income, 
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rather than a proportionate share of their husband's 
incomes. 


Here are a few reasons why I think the majority 
of the elderly are not in economic trouble: 


(1) Today approximately 60 percent, or about 95 
million of the 15.5 million persons over 65, are re- 
ceiving OASDI cash benefits. Within a few years 
more than 75 percent will receive these benefits. 


(2) One and a half million persons now receive 
cash benefits from private pension plans. The future 
will be even better, for today more than 19 million 
workers are covered by penson plans. 

(3) A million persons over 65 today receive vet- 
erans’ pensions. This number too will increase in 
the future. 

(4) A million others receive railroad or civil service 
pensions. 

(5) Four million are employed, or are wives ol 
employed persons, and their income is relatively the 
same as the average of other younger workers. 


(6) The median net worth of OASDI recipients, 
with a wife also entitled to benefits, has increased 7] 
percent from 1951 to 1957 —from $5,610 to $9,616. 


(7) More than 70 percent of the aged OASDI bene- 
ficiary couples own their own homes — 87 percent 
mortgage-free. 


in a surprise presentation, Mrs. Ray Hurst accepts a portrait 
of THA executive director, Ray Hurst, from president F. S. 
Walters, Jr., administrator, Northwest Texas Hospital, Ama- 
rillo, in honor of Mr. Hurst’s outstanding work with the 
association. 
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New THA officers and trustees are (back 
row, |. to r.): Guy H. Dalrymple, administra- 
tor, Baptist Hospital of Southeast Texas, Beau- 
mont; George B. Pearson, administrator, Med- 
ical Center Hospital, Tyler; C. H. McCrary, 
administrator, Medical and Surgical Clinic- 
Hospital, Tyler; Fred R. Higginbotham, admin- 
istrator, Baptist Memorial Hospital, San An- 
tonio; W. B. Forster, administrator, Bexar 
County Hospital district, San Antonio; F. S. 
Walters, Jr., administrator, Northwest Texas 
Hospital, Amarillo. Front row (1. to r.) T. H. 
Morrison, Jr., administrater, Valley Baptist 
Hospital, Harlingen; Albert H. Scheidt, admin- 
istrator, Dallas County Hospital district, Dallas; 
$r. Mary Christine, administrator, St. Joseph's 
Hospital, Houston; Leigh J. Crozier, director, 
Hermann Hospital, Houston; and David H. 
Hitt, associate administrator, Baylor University 
Medical Center, Dallas. 


(8) The liquid assets of persons over 65 are the 
highest in any age group, and they have increased 
during the last 10 years at a faster rate than those of 
any other age group. 

(9) The tax picture for persons over 65 is signifi- 
cantly better than it is for those under 65. 

(10) Those over 65 have the lowest indebtedness 
of any age group, and their financial obligations are 
significantly less. 

Obviously, some persons over 65 do have serious 
financial problems. There are, for example, 2.5 mil- 
lion on old-age assistance. An undetermined addi- 
tional number find it almost impossible to withstand 
the extra burden of the cost of illness. 


But even in these two categories, the picture is not 
hopeless. The percentage of needy persons over 65 
has been declining constantly. Last year it was 15 
percent, as compared to 22 percent in 1950. 


If age and economic status were to be the criterion 
for deciding who should get federal medical care, the 
over-65 group certainly would not be first. Among 
unrelated individuals there were fewer in the over-65 
group earning as little as $2,000 and $2,500 than any 
other 10-year age category. 

Forty-nine percent of persons over 65 have some 
kind of health-insurance coverage, as against 25 per- 
cent in 1952. And if the 2.5 million on old-age relief 
are excluded from the calculation, then more than 60 
percent currently are covered! 

I believe the problem centers not on the aged as a 
group but on those individuals who are indigent and 
near indigent, with just enough resources to meet 
current demands, but not enough to meet the cost 
of catastrophic or prolonged illness. 


The AMA thinks that further federal grants-in-aid 
must be made to expand individual medical-care pro- 
grams to include medical care for these near-needy 
persons. It supports a program of federal grants-in-aid 
to the states for the liberalization of existing old-age 
assistance programs, to allow the near-needy to be 
given health care without having to meet the present 
rigid requirements for indigency. 

The most urgent health-care need today, in our 
Opinion, is better nursing-home facilities for the long- 
term care of the aged person. The AMA supports 
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federal programs which enable grants under Hill- 
Burton for the construction of nursing-home additions 
to existing hospitals. 


The AMA also believes that care of the aged patient 
at home is psychologically, medically, and financially 
superior to institutionalization of any kind, and is sup- 
porting various programs tc promote home care. 


Passage of legislation making institutional health 
care a right of older people would almost immediately 
glut our general hospitals with long-term patients. 
If the government were to pay for this much hospital 
care, it would soon insist upon having its voice in 
the over-all operations. 

I am convinced that compulsory national health 
insurance for the aged has become a burning political 
issue because a group of irresponsible labor leaders 
are conducting a cynical campaign designed to in- 
timidate Congress. Unfortunately, some influential 
people — convinced in their own minds that the 
Forand approach is all wrong — are beginning to yield 
to the pressure, and suggest compromises. 

You cannot be a little bit in favor of the Forand 
approach without compromising your entire position. 
The effort to water down the Forand bill to hospital 
benefits only, for example, is nothing but a tactical 
maneuver of the Forand proponents designed to win 
the battle of principles. 

One of the principal economic problems of the aged 
person in the last two decades has been the constant 
erosion of the purchasing power of his pension bene- 
fits. ‘Therefore, a top-priority government program 
to help the aged must be to take measures which are 
anti-inflationary and maintain the purchasing power 
of fixed pensions and annuity benefits.—F. J. L. 
Blasingame, M.D., executive vice-president, American 
Medical Association, Chicago. 


Major Trends 


Lists Six Trends in Nation, 
Predicts Effects on Hospitals 


Hospitals are part of society as a whole, and the 

factors that affect society as a whole are going to 

affect us. Here are six important trends, and the 

effects I think they will have on hospitals: 
(Continued on next page) 
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TEXAS continued 

(1) Emphasis on increased production of goods and 
services. Hospital buildings will be physically re- 
habilitated. More disposable items will be introduced. 
There will be more psychiatric patients in general 
hospitals. Emotional and spiritual needs of the pa- 
tient will be emphasized. 


(2) Tendency toward greater social and economic 
equality of people. Health has now become the fourth 
necessity of life. The charity patient is going to have 
the same dignity as the person who pays his bill. 
There will be a closing of the salary gap between 
professional and nonprofessional personnel, and more 
occupational ingrouping of the lower echelons of non- 
professional personnel. 


Hospital care will be the inalienable right of every 
person in this country, and I think that in place of 
short-range expediency we're going to see long-range 
planning. 

(3) Emphasis on technology. 1 think there will be 
a tremendous increase in research in administration, 
and more understanding of the hospital as a social 
entity in our society. Automation will enter more 
and more into our hospitals. 


(4) Need to expand our educational services. Ray 
Brown recently made what I believe are some astute 
observations comparing hospital costs with the costs 
of secondary education. He pointed out that in the 
last 10 years the cost of secondary education has in- 
creased twice as much as hospital costs. Why aren't 
we hearing more complaints about the cost of edu- 
cation? Because, Mr. Brown reasons, education is 
somewhat in the same state today that hospitals were 
in some years back. The public is worried about the 
quality of education. When it can stop worrying so 
much about quality, then it will start worrying about 
costs. 

The fact that people are now complaining about 
hospital costs indicates that we are doing a good job 
— because they have stopped worrying about quality 
of care. 

Our educational program in hospitals will expand, 
and I believe the line of demarcation will be rapidly 
drawn between education and service. If we can get 
adequate financing, we may be able to cure our ills. 
(5) Trend toward a rapidly increasing total popula- 
tion and a notable increase in the number of aged. 
The cost of facilities will be put more and more into 
patient buildings. There will have to be more logical 
planning than there has been in the past. 


(6) Controversy between principle of local author- 
ity versus the principle of federalism. 1 think the 
fundamental choice lies between national planning 
and planning which utilizes ideas on the local level. 
At the present time there seems to be a trend toward 
centralization. 

I believe the principle of prepayment as expressed 
in Blue Cross must be continued, and that we in 
hospitals must continue to explain our costs to the 


public — and must do it articulately. Voluntiry con. 
trols must be used. — Frank S$. Groner, president-elect, 
American Hospital Association, and administrator, 
Baptist Memorial Hospital, Memphis, Tenn. 


Union Drives 


Most Hospital Drives Unsuccessful, 

But Unions Continue Efforts 

There were 214 drives in 1959 for recognition of em- 
ployee organizations in hospitals — 138 drives by labor 
unions and 76 by nursing associations. Of the union 
efforts, 96 were unsuccessful; of the nursing associa- 
tion drives, 44 were unsuccessful. 

Only 414 of 5,900 hospitals replying to an AHA 
questionnaire reported having any kind of contract. 
Five states have 62 percent of all union contracts, and 
two — Minnesota and California — have over one-third 
of the total. Five states have 89 percent of all nursing 
contracts, and Minnesota, Washington, and California 
have 87 percent of the total. 

A principal reason that unions are seeking to or 
ganize nonprofessional workers in hospitals is that 
the union movement has lost members in the last four 
years and is looking for new areas to cover. Union 
membership has decreased from 18,477,000 in 1956 to 
something over 17,000,000. Also, with the public 
spending more in fields requiring service workers, such 
as the health field, an increase in the total number of 
service workers needed can be anticipated — and thus 
an increase in the total number of potential union 
members. 


Is it worthwhile for unions to organize hospitals? 
There are 853,000 nonprofessional workers in hospi- 
tals, and only 2.3. percent of these are organized. 
Multiply the total number of employees by $3 and 
you get a potential dues income of over $2 million. 

The policy decision of AFL-CIO to organize hospi- 
tal employees was reached in June, 1957. Hospitals 
of all sizes and all kinds, in all types of communities, 
are being contacted. The better the wages and the 
personnel program in an individual hospital, the less 
likely that employees will join unions. — Richard L. 
Johnson, assistant director and secretary, Council on 
Administrative Practice, American Hospital Associa- 
tion, Chicago. 


Spiritual Therapy 


Patient Needs Efforts of Healing 

Team; Chaplain Belongs on It 

No one profession, in my opinion, has the answer to 
the problem of sickness and tension today. | believe 
the only answer lies in the healing-team ides. After 
all, the person got sick in a very complex socicty, and 
it takes the efforts of many people to provide the 
treatment needed. 


Medicine and the church went their separate ways 
about seven centuries ago. Only recently are they 
beginning to work together. The greatest healing 

(Continued on page 32) 
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Upper Midwest Hospital Conference 


More than 5,200 hospital personnel attended the 
Upper Midwest Hospital Conference in Minneapolis, 
May 11-15. 

The second day of the meeting was designated “I 
Like Glen Taylor’ Day, honoring the conference's 
executive secretary for his 13 years of service. 

Jack Rogers, president-elect, is 


administrater, Sioux Valley Hos- 
pital, Sioux Falls, $.D. 


J. E. Robinson, new conference 
president, is superintendent, 
Children’s Hospital of Winnipeg. 


Following is an abstract of one of the papers: 


Care Outside the Hospital 


Extended-Care Program Aids Patient, 
Releases Beds, Saves Doctor's Time 


The extended-care program, started at St. John’s Hos- 
pital in 1956, thus preceded the program of progressive 
patient care. Extended care now has come to be 
known as the fifth step in PPC. 


Our program was designed to provide for our pa- 
ents a single source of nursing, social, economic, and 
tehabilitative assistance, through the coordination 
and expansion of our own hospital facilities and an 
effective agency referral program. Secondary goals to 
the continuity of patient care were: 

_ (1) Saving of work and time for the attending phy- 
sician, by referring to extended care the details of 
patient and relative teaching, nursing-home placement, 
and agency referral. 

(2) Shorter hospitalization for some patients  be- 
Cause ol an early referral to a nursing home or commu- 
nity agency, or to the homebound program of the 
hospital. This has personal and financial benefits for 
the patients, and also releases hospital beds for pa- 
ents needing acute care. 
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.. . Minneapolis, Minn., May 11-13 


(3) Better public relations for doctor and hospital. 


(4) Added job satisfaction and professional gratifi- 
cation for the staff through knowledge of and_par- 
ticipation in the patient’s progress through conva- 
lescence and rehabilitation. 

The attending physician refers his patient for serv- 
ices by signing the extended-care chart form and 
checking the area of service he desires — support, 
major adjustment problems, financial aid, nursing- 
home placement, contact with a community agency 
resource, home visits, and rehabilitative assistance. 
There is additional space for individualized direction 
or comment, and of course one patient is frequently 
cared for under several categories. 

Here is an example of one patient who ultimately 
utilized every category of extended-care services: 

Mrs. S., aged 53, had known for about two years 
prior to her admission that she was a victim of amyo- 
trophic lateral sclerosis. Increasing involvement at 
last necessitated hospital care and rehabilitation ther- 
apies. She remained in the hospital for over two 
months on‘a concentrated program of physical and 
occupational therapy. 

As time for her discharge approached, she was re- 
ferred to the extended-care program under the “pa- 
tient, relative teaching’ category. Her daughter was 
instructed in the home care of the bed and wheel- 
chair patient, and also in the administration of intra- 

(Continued on next page) 


The conference’s new president, J. E. Robinson, pins an honorary but- 
ton on Glen Taylor, executive secretary, while past-president Richard 
Lubben watches. 
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muscular injections of vitamin By. The family was 
aided in procuring a hospital bed, wheel chair, com- 
mode, and other necessary sickroom equipment. 


At the time of discharge, the patient’s physician 
ordered homebound therapy programs by both physi- 
cal and occupational therapy, and the patient was 
seen at twice-weekly intervals by one or more of the 
extended-care homebound team. 


It became evident that further help was needed in 
the home, and permission was obtained by the ex- 
tended-care nurse to contact the homemaker division 
of Family Service Agency in search of domestic help. 


When the patient’s daughter returned to her home 
in another state, the patient needed constant profes- 
sional nursing supervision. She was referred through 


Briefness of psychiatric hospitalization is the out- 
standing factor associated with good results in thera- 
py. In general, the longer the hospital stay, the poorer 
the results, according to N. S$. Lehrman, M.D., visit- 
ing lecturer, Postgraduate Center for Psychotherapy, 
New York City. 


Furthermore, Dr. Lehrman told the American Psy- 
chiatric Association at its annual convention in At- 
lantic City, in-hospital psychotherapy does not seem 
to have any consistent value to psychiatric hospital 
patients, and may indeed be harmful. 


Dr. Lehrman based his statements on a comparison 
of published results of follow-up studies of similarly 
diagnosed populations hospitalized in different hos- 
pital settings. He emphasized, however, that his study 
was not an exhaustive one, and called for additional 
study of available data. ° 


“It may well be that psychiatrists today, like ob- 
stetricians in Semmvulweiss’s time, are inadvertently 
harming their patients by keeping them far too long 
in the hospital,” he commented. 


“The fact that comparisons of individual patients 
show an association between poorer results and longer 
hospitalization does not in itself implicate the longer 
hospitalization as etiological in the poorer results. 
In a given setting, the relative duration of any 
individual patient's hospitalization will be determined 
by his clinical status, and it will be this status which 
determines whether or not he leaves ‘sooner’ or ‘later’ 
within the limits of the particular institution’s policy. 

“In this study, however, we are comparing the 
median duration of hospitalization for similarly di- 
agnosed populations treated in different hospital 
settings. While the variation within any group will be 
determined by an individual patient's clinical status, 
the variation between the groups will be determined 
by the policies of the particular hospital concerning 


Too-Long Stay May Harm Mental Patients, APA Told 


the extended-care program to the Family Nursing 
Service Agency, and the visiting nurses assumed ry. 
sponsibility for her nursing care and home exercise 


After about eight months at home, the patient wa 
readmitted to the hospital in acute condition, becaus 
of paralysis of the muscles of the throat and respira 
tory system. She remained at the hospital for aboy 
90 days. Then, because she was unable to return, 
home, relatives were assisted in making a_ placemen 
at a nursing home where we thought she would re. 
ceive the best nursing-home care available. 


Though this case can have no happy ending, the 
patient and her family have expressed heartfelt appre. 
ciation for the efforts extended to assist them in the 
best possible management of the situation. 

— Delores Meehan, R.N., supervisor, extended care, 
St. John’s Hospital, St. Paul, Minn. 


optimal duration of hospitalization. 


“Hence, when we compare the median hospitaliza 
tion of different groups, duration of hospitalization 
is a variable which is relatively independent of clini- 
cal condition. Therefore the results in the different 
groups can validly be compared to determine the 
effect of differences in hospitalization duration on 
eventual outcome.” 


Though findings in the study indicate that in- 
patient psychotherapy apparently has a_ negative 
effect, this does not mean that psychotherapy per se 
is useless, Dr. Lehrman emphasized. 


On the contrary, he said, it is his opinion that 
“despite the plethora of ‘psychotropic’ drugs, which 
at times seem to threaten to make addicts of us all, 
the only truly curative therapy in psychiatry is psycho- 
therapy —a_ scientific, humane psychotherapy, based 
on strengthening rather than dividing the family, and 
rooted in meticulous definition of the social roles in- 
cumbent on every human being.” 


Psychotherapy administered within a hospital set 
ting is very different from ambulatory psychotherapy, 
he declared. “In the hospital, a patient is in a society 
in which his social responsibilities are basically borne 
for him, in contrast to the ambulatory psychothera 
peutic patient who basically bears his own burdens. 

“The interpersonal interactions and responses, 
which are the focus of psychotherapy, are basically 
quite different in the two situations, although certain 
similarities are of course present. Psychotherapy 1! 
the hospital proceeds within an environment of it 
fantilization of the patient, in contrast to_ psycho 
therapy conducted in the office or clinic.” 


If the study’s findings are valid, Dr. Lehrman said, 
long-term psychotherapeutic hospitalization should 
be abolished, and all psychiatric hospitalization 
should be radically shortened. 
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Southeastern Hospital Conference 


Insurance Coverage 


127 Million Have Some Coverage; 
Competition Beneficial to Public 


Approximately 127 million people, or just over 72 
percent of the population, had hospitalization cover- 
age at the end of 1959. This figure allows for the fact 
that many persons have two types of coverage. 


Benefits paid by Blue Cross are still ahead of bene- 
fits paid by insurance companies. The debate over 
indemnity versus full service or full payment has been 
going on for years. Insurance companies generally 
believe that insurance should cover most of the ex- 
pense, but not all of it. With increased public atten- 
tion to rising hospital costs, and improper use of hos- 
pitals, there is some thought that we are making it 
too easy for people to go into hospitals, and that our 
benefit structures may be inducing unnecessary in- 
patient care. 

We think the rapid growth of major medical in- 
surance with its deductibles and coinsurance may in- 
dicate a trend away from first dollar, full reimburse- 
ment protection. 

It is important for hospitals to recognize the differ- 
ence between group and individual insurance. There 
is much less expense in selling to large groups; the 
cost of group insurance often boils down to the cost 
of benefits p'us the cost of administration. Individual 
insurance is. expensive to sell and costly to administer. 
Thus, individual insurance benefits will generally be 
lower than group benefits and more expensive. 


Group insurance caught up to individual and fami- 
ly coverage in 1950, and is moving rapidly ahead. Its 
benefits have moved ahead even more dramatically. 

Health insurance is written by three kinds of com- 
panies: life and casualty, and companies offering health 
Insurance only. In 1958, life-insurance companies 
paid out $1,553 million for health insurance, as 
against $256 million paid out by casualty companies 
and companies offering only health insurance. 

By 1958 there were over 700 companies writing 
health insurance, usually as one of several lines. 

_ In our business, as in the hospital field, leadership 
is largely provided by the larger numbers. Our larger 
companies are able to build up experience more rap- 
idly because of their greater volume. They can afford 
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. . . Miami Beach, Fla., May 4-6 


to experiment; indeed, some of the larger companies 
test their programs out on their own employees, be- 
fore taking them to the public. On the other hand, 
there is a great tolerance for the new ideas advanced 
by smaller companies. 


Government has no place in health insurance, be- 
cause a government program would be a monopoly. 
The elimination of competition would stifle all the 
small-scale experimentation by which we make 
progress. 

The healthy competition between Blue Cross and 
the insurance business is good. Each has its features 
and its faults. Each has spurred the other to greater 
accomplishments seeking the approval of the public. 
Indeed, where Blue Cross has not had strong compe- 
tition, it has had more problems than in those areas 
where keen competitors have kept it on its toes.— 
Albert V. Whitehall, director of health insurance, Life 
Insurance Association of America, and vice-chairman, 
Health Insurance Council, New York City. 

(Continued on next page) 


The two presidential smiles pictured here belong to conference presi- 
dent Gene Kidd (on the left), administrator, Baptist Hospital, Nash- 
ville, Tenn., and president-elect £. E. Cavaleri, Jr., administrator, 


Crippled Children’s Clinic, Birmingham, Ala. 
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SOUTHEASTERN continued 
Keeping Employees Happy 


Strongest Weapon Against Unions 
Is Good Grievance Procedure 


I believe both labor leaders and informed personnel 
managers of major industries will admit without res- 
ervation that a workable and real grievance procedure 
is the biggest single feature which will favorably 
impress employees, and certainly the strongest weapon 
against union leaders seeking to organize. 


The old “open-door” attitude of many employers 
(meaning that their door is always open to dissatisfied 
employees or to anyone with a problem) is outmoded 
and gives the employee no real relief or comfort. On 
the other hand, a grievance procedure under which 
the employee knows that he has a realistic listening 
post at several levels, with binding arbitration provi- 
sions, makes him feel secure. 

A good procedure has perhaps four steps, depending 
upon the size of the hospital. A problem is reported 
first to the supervisor, next to the department head, 
then to the administrator. With all of them the em- 
ployee handles his own grievance. If the problem 


cannot be settled, the dispute then goes to arbitration, 


with the hospital agreeing to be bound by the finality 
of the award. 


"Employee problems should be handled with expedi 
ency and without procrastination. Extreme effor 
should be made to find out where the complaint lie 
even to the extent of investigating rumors of dissatis 
faction. Strife and inefficiency have their inception 
when employees’ complaints are ignored, or employee 
feel that there is no remedy. 


Other suggested innovations designed to foster , 
satisfactory employer-employee relationship are: 

(1) Initial selection and mutuality of choice by 
employer and employee, multiple interviews before 
hiring, and full orientation of employee upon hiring 


(2) At the beginning of employment, outlining oj 
specific rules and regulations expected to be observed; 
stating of employee benefits available; defining of 
employee's individual responsibilities; giving employee 
a sense of security by acquainting him with benefits, 

(3) During employment, expression and demonstra. 
tion of interest in individual employees and _ their 
families; continuous checking of wage schedules with 
comparable jobs in the locality and adjusting rates. 

(4) Continued acquaintance of employees and their 
families with benefits available. 

(5) Elimination of furnishing meals and substitu. 
tion of an increase in take-home pay. — Kirk McAlpin, 
attorney, Savannah, Ga. 


TEXAS HOSPITAL ASSOCIATION 
(Continued from page 28) 


power is Christian love —and I think that everyone 
who has anything to do with the patient should have 
some knowledge of it. 


Hospitals should play a leading role in getting 
ministers and doctors together. A hospital of 200 or 
250 beds needs a chaplain. A local minister may not 
have time to serve; furthermore, he may not be quali- 
fied to serve effectively on the healing team. . The 
minister or chaplain should be as specific as a physi- 
cian with his patient. — Richard K. Young, Th.D., 
director, department of pastoral care, and chaplain, 
North Carolina Baptist Hospital, Winston Salem, N.C. 


Nurse Recruitment 


Adequate Pay Needed for Recruitment; 
Higher Nursing-School Tuition Advocated 


Adequate pay for nurses is one issue that hospital 
administrators must face if they want to attract girls 
into nursing and keep women in nursing. I don’t 
think we're going to improve recruitment any faster 
than we can improve salaries. 


Furthermore, it does no good to recruit more stu- 
dents until we have some place to put them. In 1959 
we admitted 48,000 students to schools of nursing. 
We needed 58,000. Yet we filled 95 percent of the 
available facilities. So if we had recruited 58,000, we 
would not have been able to accommodate 7,600 of 
them. 


Society has defaulted by placing the financial bur- 


den for nursing education on the hospital. This is 
formal education. The only other enterprises that 
have a similar responsibility are the educational enter- 
prises themselves. We are faced with the responsibility 
of financing this educational program. Whether we 
are states’-righters or favor more participation by the 
federal government, it seems to me that we have the 
right to call on the federal government for help. 
A minority of hospitals — only 916 of 6,800 —are 


carrying this burden. That means the patients of 
just these hospitals are bearing the burden. 


Nursing education is nobody's business because 
nobody has to run a nursing school, yet everyone is 
dependent on the product of the school. 


Two possible solutions to the dilemma are: 


(1) To bring in additional outside money — not 
patients’ money — so that hospitals can meet nursing: 
school accreditation standards and enlarge [acilities. 

(2) To pass on to the student a sufficient amount 
of the cost of her education. I think we have hindered 
recruitment by not putting the right price tag on 
education — because in our society we believe strongly 
that price is an indication of worth. 

In Illinois all but two hospitals raised their tuition 
rates. Those which raised the rate the most attracted 
the largest number of students and turned away ap: 
plicants. We must give the student a better education 
and keep charging her more as we give it.— Ray E. 
Brown, president, American College of Hospital Ad- 
ministrators, and superintendent, University of Chi- 
cago Clinics. 
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ANA officers are (I. to r.) Julie M. Carnahan, 
secretary; Mrs. Georgia B. Nyland, 3rd vice-presi- 
dent; Mrs. Margaret B. Dolan, 2nd vice-president; 
Mathilda Scheuer, president; Mary C. Walker, Ist 
vice-president; and Mrs. Louise Alcott, treasurer. 


A Profile of 


The American Nurses Association 


By Alice R. Clarke, R.N. 


Editor's Note: This article is a limited attempt to 
draw in broad lines the self-image of the ANA as it 
was projected this year at its 1960 convention in 
Miami Beach, May 2 to 6. 

When sociologists, psychologists, social anthropolo- 
gists, and public-relations experts moved in to probe, 
analyze, interpret, and re-interpret nursing in all 
of its problematic facets, one of their technics was 
to hold a two-sided mirror before the profession and 
invite nurses, doctors, hospital administrators, and 
the public to take a look. 


What they saw has become the subject of many 
magazine articles, research reports, and full-length 
books. That the reflections were not satisfactory 
to the nursing and allied professions, nor to the 
public, has been reported on at length. And it has 
been made manifestly clear that nurses’ self-image 
and the public image of nurses need substantial 
changing before they can be reconciled. 

But what of the self-image and the public image 
of this country’s leading professional nurses’ associa- 
tion? Recently this organization, the American 
Nurses’ Association, held its 42nd biennial conven- 
tion at Miami Beach, Fla. If a two-way mirror had 
been held up during that five-day meeting, what 
would it have reflected? 

Can we accept the theory that what an association 
says about itself, what it prints in its official reports, 
what topics it assigns to its convention speakers, and 
what issues it brings before its policy-making body 
for decisions essentially mirror that association's aims, 
ambitions, and attitudes? If we can, then we can 
view the proceedings of the 1960 biennial meeting 
as the organizational self-image of the ANA. 


_ Founded in 1896, ANA is one of the major pro- 
fessional associations in the United States and a 
leading nursing association in the world. It refers 
to itself in its own literature as the professional 
association for registered professional nurses and the 
spokesman for all nurses in matters concerning nurs- 
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ing legislation, standards of nursing practice, nurses’ 
general and economic welfare, nursing resources, and 
the elevation of nursing education. 

ANA, which heads up 54 state and territorial con- 
stituent units and their district associations, can 
boast an annual income of a million and a quarter 
dollars, primarily from membership dues. About one- 
third of the active R.N.’s in this country carry ANA 
cards. In other words, of the half-million employed 
nurses in the U.S., about 162,000 of them are ANA 
members this year, along with about 12,000 R.N.’s 
who are retired from, or not practicing nursing. 

Housed in New York City’s impressive Coliseum 
Towers office building at 10 Columbus Circle, the 
association’s headquarters employs 119 executive, pro- 
fessional, and clerical staff and spends over a hall- 
million dollars annually in salaries alone. 

ANA maintains a separate Washington (D.C.) office 
and has been required to meet the governmental 
regulations of a registered lobbyist because of its 
special interest and activity in legislation affecting 
nurses, nursing and the health and welfare oi the 
general public. 

ANA reters to its house of delegates as its top 
policy-making body. Members of ANA are entitled 
to a voice during business. meetings, but only ac- 
credited delegates have voting privileges. The house 
is comprised of some 1,100-1,200 delegates, depending 
upon the total membership and its proportional al- 
location. The business of the association is conducted 
by the house of delegates every two years or during 
a special meeting between biennials. Ordinarily, the 
ANA board of directors, made up of 22 officers and 
directors, carries on association affairs between con- 
ventions with the help of a paid executive director 
and headquarters staff. 

The purposes of the ANA can easily be found in 
its certificate of incorporation, and its functions can 
be determined by its bylaws, but knowledge of the 
underlying philosophy and specific objectives of those 
who control the direction of the association at the 

(Continued on next page) 
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ANA CONVENTION continued 
various stages of its life is not so readily detectable. 
However, without this knowledge, the so-called im- 
age of the association cannot be brought into focus. 

To focus on ANA’s “image” as it was mirrored 
at its last convention requires analysis and interpreta- 
tion of not only the action of the voting body, but 
also the reports of sections, standing and _ special 


committees, and the presentations of the major con- 
vention speakers. 


Generally, ANA sees its purposes as promoting the 
professional and educational advancement of nurses; 
defining the functions, standards, and qualifications 
for those who practice nursing, promoting legislation, 
and acting as the official spokesman for nurses in 
legislative matters concerning them and_ general 
health and welfare programs; providing professional 
counseling and placement services for ANA members; 
promoting and protecting the economic and general 
welfare of nurses; representing nurses and serving as 
their national spokesman with allied professional and 
governmental groups and with the public; developing 
and promoting actively a program for intergroup 
relations; cooperating with the National League for 
Nursing in activities which concern both organiza- 
tions; surveying periodically the nurse resources of 
the nation; and serving as the official representative 
of American nurses in the International Council of 
Nurses. 

A beginning organizational profile emerges when 
what was emphasized in the ANA program during 
the past two years or longer and what the ANA has 
advocated or is advocating is separated from what 
it is or has been opposed to. 

At the convention in May, as ANA spokesmen 
recapitulated the biennium’s accomplishments and 
failures, there could be no doubt that there had 
been some activity in all of the areas of the organ- 
ization’s interest. But of more significance than the 
convention coverage of each interest area was the 
progress reported or the weight of the emphasis given 
by the association. 

What does the ANA advocate ind what does it 
oppose? The direction of an assuciation is guided 
by the answers to these two questions. 


On the legislative front, ANA has advocated and 
is continuing to advocate state nursing-practice legis- 
lative programs that will completely protect the 
health of the public and safeguard the economic 
status of the qualified nurse practitioners by requir- 
ing mandatory licensure for the practice of profes- 
sional nursing, and mandatory licensure for the 
practice of practical nursing when there is assurance 
that there are sufficient nursing personnel available 
to carry out the provisions of the laws. 


On state and national levels, ANA is putting the 
greatest percentage of its budget into efforts to sup- 
port legislative programs: that will provide public 
funds for research, scholarships, and continued im- 
provement in nursing education; that will bring all 


What 


they said 


On Licensing Legislation 


“If complete protection of the public is to be accomplished, 
the law must provide for the licensure of all who practice 
a profession or occupation. There should be one 
licensing board for nursing in a state composed of licensed 
registered nurses qualified to carry out the funtions of the 
board as provided in the law. . . . If nursing is ever to 
deserve to be called a profession {these principles} must 


be accepted and put into practice.” — Josephine A. Brandt, 
R.N. 


On Legislation for Equal Citizenship 


“An important goal of the ANA is economic security for 
its members. . . . Nurses have been excluded, exempted, 
rejected and otherwise discriminately treated with respect 
to most of the social and labor legislation which has marked 
some of the most significant changes in the American social 
system since the ’30’s. . . . Our organization, whose pur- 
poses are directed toward high goals of human betterment, 
should set the same high standards for the welfare of its 
members. . . . Immediate steps should be taken to elimi- 
nate legislative discrimination against nurses.” — \atilda 
Young, R.N. 


On Collective Bargaining 


“The Labor-Management Reporting and Disclosure Act of 
1959, passed last summer, has implications for the bylaws 
of ANA and its constituents. As any national association 
composed in whole or in part of units engaging in collec- 
tive bargaining is covered by the Act, ANA comes under 
the provisions. The procedures mainly affected are those 
for selecting delegates to ANA and SNA. conventions. All 
delegates must be elected by secret ballot and records per- 
taining to the elections, and those of the officers of the 
association, must be preserved for one year. Necessary 
amendments to ANA Bylaws in light of the Act have been 
prepared.” — from report on Constitution and Bylaws. 


On Integration 


“The ANA Intergroup Relations Program, adopted in 
1946, established the principle that professional nursing 
is unrestricted as to nationality, race, creed or color. . . 
despite this policy, discrimination still exists in some areas.” 
— Mathilda Scheuer, R.N., ANA president. 


“A more expansive interpretation of discrimination and 
prejudice is believed necessary to reflect the true situation 
and to interpret it adequately to the members of the 


association.” — from report on Intergroup Relations Pro- 
gram. 


On Medical Care of the Aged 


“Many state and local medical societies have criticized 
ANA’s position [of endorsing expansion of the Social Se- 
curity system to include health-service benefits for the aged} 
and have implied that nurses can’t make an_ intelligent 
decision about a social issue... . We must dare to stand 
up and be heard on what we believe to be right for our 
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on major issues 


patients and our nurses.” — Mathilda Scheuer, R.N., ANA 
president. 


On Nursinc Care 


“A}l activities of the association are directed toward achiev- 
ing and maintaining standards and conditions within the 
nursing profession which will result in the best possible 
Ail programs contribute, directly or indi- 
rectly, to this objective . the degree of improvement 
in nursing care is our measure of achievement.” — Mrs. 
Judith G. Whitaker, R.N., ANA executive secretary. 


nursing care. 


On Public Funds for Nursing Education 


“Education of professional nurses should be placed on 
a true professional basis. This will only be accomplished 
when schools are placed under the jurisdiction of univer- 
sities and colleges and when both cultural and professional 
instruction are provided.” — Mrs. Margaret B. Dolan, R.N. 


On Research in Nursing Education 


“In 1958, the House of Delegates approved a goal on re- 
search which now is being carried forward by the associa- 
tion. Out of research concerning the scientific principles 
on which nursing rests should come the basis for change 
in nursing practice.” — from. report on Current and Long- 
Term Goals. 


On Discrimination 


The original resolution on discriminatory practices drawn 
up by the ANA Committee on Intergroup Relations, ap- 
proved by the ANA Board of Directors, but ‘ome by 
the ANA House of Delegates, read as follows: 

“Resolved, that the 1960 ANA House of Delegates con- 
sider the question as to whether the only state nurses’ as- 
sociation which has not complied with the ANA pninciple 
of nondiscrimination in membership, should continue to 
be accepted as a constituent association of the American 
Nurses’ Association having the rights and privileges of 
such status; and be it further Resolved, That in the event 
that the ANA membership through the House of Delegates 
shall be compelled to reluctantly request the Board 
of Directors of the ANA to rescind such constituent status, 
as provided in the bylaws, unless the state nurses’ associa- 
tion complies with the stated principle of nondiscrimina- 
tion by admitting the Negro registered professional nurse 
to membe ‘rship in its association, that the 1960 ANA House 
of Delegates fix a reasonable period of grace —say two 
years—for the state nurses’ association to comply with 
ANA principles before board action is instituted.” 


A substitute compromise motion proposed by a member 
of the ANA board of directors — “that the state* be further 
fncouraged in its efforts to provide membership for all 
qualified professional nurses, so that by at least the time 
of the next biennium all states will have accepted all 
— nurses, as members” —was accepted by the 
Ouse. 


Georgia State Nurses’ Association. 
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nurses into full participation and under 
tion of old-age survivors and disability insurance, 
unemployment insurance, workmen's compensation, 
and health and safety regulations; and that will assure 
nurses of the right to bargain collectively with em- 
ployers for written employment contracts through a 
freely chosen representative, with freedom of asso- 
ciation and without fear of 
organization. 


to accomplish 
areas of licensure, social and economic legislation, 
and public support for nursing education. 


the protec- 


intimidation by the 


Priorities have been set up by the organization 
ANA’s legislative objective in the 


The first priority listed by the ANA is education: 


“to initiate and promote with all available resources: 
traineeships or scholarships for nurses in graduate 
programs; 
in nursing to assist with costs of construction and 
instruction; and scholarship aid for students in both 
the basic and supplementary programs.” 
is to be given to promoting legislation for funds for 


financial aid for baccalaureate programs 


Also priority 


research and research fellowships in nursing. 


However, priority, in reality, has been and _ will 
continue to be legislative activity in support of ANA’s 
economic security efforts, according to the budgetary 
and personnel emphasis on this program. ANA in- 
tends to continue to oppose vigorously the Taft- 
Hartley Act’s exemption of nonprofit hospitals from 
the requirement to bargain collectively with their 
employees; and to oppose the section in the Taft- 
Hartley Act which refers to the “right-to-work” laws. 


According to an ANA committee report, the “right- 
to-work” laws in general “prohibit the denial of 
employment to any person because of membership 
or nonmembership in a labor union. By and large, 
the term ‘labor union’ or ‘labor organization’ is 
defined in broad terms and a state nurses’ association 
would be likely to be included within these terms 
if it has an economic security program or acted in 
any way to advance the economic welfare of its 
members.” 

The ANA contends that the “right-to-work” state 
and federal laws are in direct conflict with the 
democratic priaciples of its economic security pro- 
gram and charges that the real purpose of these 
laws is to defeat collective bargaining by splintering 
the group to be represented. Therefore, it is in 
favor of the repeal of the section of the act which 
permits states to pass laws prohibiting agreements 
which require membership in a labor organization 
as a condition of employment. 


Consistent with ANA’s economic line of reasoning 
is its stand on the amendments to the Fair Labor 
Standards Act, which would extend coverage and 
increase the minimum wage to $1.25 an hour and 
would place certain nonprofit hospitals under the 
act, and its stand on the “equal pay for equal work” 
legislation. ANA favors both of them. 


(Continued on page 57) 


By John G. Steinle 


Q. Do you believe that good medicine can be prac- 
ticed in a proprietary hospital owned and operated by 
physicians? 

A. No! There are, of course, a few notable excep- 
tions, but generally proprietary hospitals, operated 
for profit, are not conducive to the provision of the 
best quality of medical care. I do not see how a 


physician who has a share of a proprietary hospital - 


can possibly avoid a conflict of interest. It is his 
responsibility to the patient to discharge the patient 
as quickly as possible from the hospital and send the 
patient to the hospital only when necessary. It may 
be to the physician’s economic advantage to keep the 
patient longer than necessary or to admit the patient 
when it is not essential if he has an interest in the 
hospital. The medical profession has for many years 
frowned on the practice of the physician having an 
interest in a pharmacy. How does this differ from 
his having a proprietary interest in a hospital? 


Q. What parking facilities should be provided in 
planning new construction? 


A. It is difficult to set a fixed rule for parking. In a 
downtown urban area, less parking is required than 
in a suburban area. In certain cities, like Los Angeles, 
Houston and Dallas, automobile use is more extensive 
than in cities like New York, where there is great 
dependence on public transportation. 

Consequently, subject to local conditions, the fol- 
lowing planning for parking is suggested: 

1. In downtown urban areas, 1.5 parking places 
per bed. 

2. In small communities, suburban locations and 
cities of high automobile use, 2.0 parking places 
per bed. 


Q. Where does the formula preparation room prop- 
erly belong in the hospital? 


A. The formula preparation room can be located. in 
a number of places — in the nursery, in pediatrics or 
in the dietary department. Some hospitals have even 
placed it in central sterile supply. An increasing num- 
ber of hospitals are placing it in dietary, on the basis 
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of the argument that formula preparation is really 
a dietary function. 

For years, I have argued for having it in the nur 
sery area for the following reasons: 


Proximity to the area which uses formula by far the 
most. (The only other using area is pediatrics.) 

The fixing of responsibility for all infant care ina 
single area. 

Short distance of transportation, which cuts down 
the hazard of contamination. 

Ease with which the pediatrician can change or 
adjust the formula. 


I am gradually coming around to support the 
school of thought that believes formula preparation 
belongs in dietary. There are many nutritional and 
allergy problems in infant feeding that require the 
attention of a trained dietitian. Furthermore, the 
dietitian is trained in the teaching process of food 
preparation, and is thus the logical person to teach 
the preparation of infant formula to the mother. 


If the hospital is large enough to have a full-time 
trained dietitian, formula preparation should be done 
in the dietary department. If the hospital is not of 
such size, it should be done in the nursery area. 


Q. Is it feasible to provide an infectious disease unit 
adjacent to and a part of pediatrics which is for adults 
as well as for children? 


A. Yes, this is feasible. The unit should be such that 
it can be separated from the pediatric unit. This unit 
can be designed for flexibility so that it can be used 
either for pediatric or adult infections, rooming in 
(so that a parent can stay with a child) or simple 
pediatric overflow. 

The area could also be used for adolescents, who 
are causing increasing problems in patient manage 
ment. Many large hospitals are adding adolescent 
units. The establishment of these units can only be 
accomplished after complete agreement as to medi- 
cal administration of the unit between the chiefs of 
medicine, surgery and pediatrics. 
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The men behind the educational program of 
the American College of Hospital Adminis- 
trators are Dean Conley (I.), executive direc- 
tor; and Elwood W. Camp, assistant director in 
charge of educational activities. 


Administrators Go Back to School 


Part Ill: ACHA’s Educational Program 


One of the important functions of the American Col- 
lege ol Hospital Administrators, according to its by- 
laws, is “to promote the proper development of pro- 
fessional education in hospital administration,” and to 
“sponsor and conduct programs of continuing educa- 
tion in hospital administration.” 

Since its beginnings in the early 1930's, the ACHA 
has steadily increased in its emphasis in education. 
Several programs have been set up or implemented by 
the college to insure a continuing education for the 
hospital administrator who is now working in his 
field, and to aid the prospective administrator in com- 
pletion of the master’s degree requirements and _resi- 
dencies. 

There were certainly well-run hospitals and ex- 
cellent administrators long before the inception of the 
college’s programs, but members of the profession 
often “fell into it” rather than entering it as a specific 
field requiring specific training. There was simply a 
lack of educational Opportunity for the person who 
was sincerely interested in what was then a new and 
very limited field. 

So it became increasingly apparent that some form 
of educational groundwork would have to be laid to 
prepare the administrator for his executive position. 
It also became obvious that a smattering of business 
courses Was not going to be enough. 


The ACHA educational outline is divided into two 
distinct parts, the first applying to the person aspiring 
to hospital administration as a career and involved in 
the master’s degree program in a university, and the 
second concerned with the active administrator who 
wishes to add to his knowledge and experience. 


Some 17 universities in the United States and Cana- 
da now offer graduate courses in hospital administra- 
tion, \lthough courses at the individual schools differ 
somewhat, the over-all curriculum is much the same. 
Part ol the requirements for a master’s degree in hos- 
pital administration is a 12-month administrative resi- 
dency in a selected hospital. While the ACHA has no 
direct Connection with the residency programs of the 
Various universities, it does offer concrete assistance 
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by helping the preceptor-administrator the host 
hospital. 


Each year, three preceptor conterences are held, one 
in the East, one in the Middle West, and one in the 
western U.S. Of two days’ duration, the conlerences 
“teach the teachers.” 


The administrators who will have residents work- 
ing with them in the following year are invited to 
these preceptor conferences, and the mectings are well 
attended. The preceptors are divided into small 
groups so that instruction becomes almost individual. 


The primary purpose of these conferences is to en- 
rich the preceptor program in the individual hos- 
pital. A formal presentation of the role of the pre- 
ceptor is given. Problems for discussion are deter- 
mined in advance, so that the talks are lifted out of 
the random “bull session” class, and no time is lost. 
Aims and objectives of the academic side of the resi- 
dent’s training are explained, and the preceptor is in- 
troduced into the whole program. His goal then is to 
extend his knowledge and experience in such a way 
that the apprentice resident will encounter as many 
facets as possible of the day-to-day life of a hospital 
administrator. 


According to Dean Conley, executive director ol 
ACHA, the character of the graduate programs is con- 
stantly changing. At the outset, many of the university 
courses were taught by hospital administrators and by 
persons who usually taught in other fields, e.g. busi- 
ness administration. At the present time, however, 
more and more of the instructors in hospital adminis- 
tration themselves come from the graduate course, 
and have stayed at the university to teach, or have re- 
turned alter some time spent in the field. Because olf 
this evolutionary process of graduate program instruc: 
tors, the programs themselves have been much en- 
riched. The usual instructor now has both academic 
and practical learning in his own field. 


In its extensive scholarship arrangement, the ACH.A 
provides refundable scholarship loans to graduate stu 
dents in hospital administration. The financial help, 
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ACHA PROGRAM continued 

up to the sum of $600, is available to a person with a 
bachelor’s degree or its equivalent in education or 
experience, who is employed in a hospital at the time 
of application. Persons who are preparing for a career 
in hospital administration, and who have been ac- 
cepted by a graduate school offering the program, are 
also eligible. 


Applicants may also qualify for a scholarship loan 
if they are training for service in public health, medi- 
cal economics, and other related professional fields 
approved by the ACHA’s scholarship committee. As 
bases for extending the scholarship loans, the com- 
mittee includes promising scholastic attainment, satis- 
factory record of experience, evidence of good charac- 
ter, indication of potentialities for success in the field, 
and acceptability of learned associates. The loans are 
interest-free for three years, and are applicable for 
tuition, maintenance, and extra expenses directly re- 
lated to the study. 


The ACHA, in addition to its interest in the gradu- 
ate programs for budding hospital administrators, has 
a provision in its bylaws for sponsoring and conduct- 
ing programs of continuing education in the profes- 
sion. This on-going educational program is carried 
out in several ways. Basic and advanced institutes, 
regional conferences, liberal education seminars, and 
annual congresses on administration comprise the ex- 
tensive slate. 

Refresher courses known as “basic institutes” are 
held in various sections of the country. Usually there 
are three per year. Of two weeks duration, the in- 
stitutes are arranged to cover broad, fundamental 
principles of hospital administration, and to explore 
the most pressing problem areas. 

The basic institutes are held on university campuses 
throughout the U.S. and Canada, and personnel re- 
sources of the host university are used. Prominent 
hospital administrators, as well as the college faculty, 
participate in a program of lectures and group ‘dis- 
cussions. Observation and demonstration tours of se- 
lected hospitals are made, and information gleaned is 
included in discussion sessions. 

The 27th Chicago Basic Institute, held at the Uni- 
versity of Chicago’s International House in September, 
1959, covered a wide range of representative subjects 
of prime importance and interest to the administra- 
tors who attended. The two-week course investigated 
the following: 

Trends confronting hospital administrators today 

Administrator-trustee relationships 

Financial aspects 

Progressive hospital care—pro and con 

The hospital in the community 

The role of the general hospital in caring for the 
chronically ill 

Communications 

Looking ahead 

Disaster planning. 


The institutes’ daily sessions are divided roughly 


into a two-part pattern. The morning session is usual. 
ly given over to a series of lectures on the particular 
subject, by several experts in the field. After a lunch. 
eon break, the participants are gathered together 
again for a group panel discussion on the morning's 
material. 

At the end of the two weeks, the participating ad. 
ministrators receive a certificate of attendance. 

No academic credit is given for attendance at either 
the basic or advanced institutes. 

The Advanced Institutes, three to four days in dura. 
tion, go deeper into the complexities of administra. 
tion. At a recent advanced institute, major problem 
areas in medical staff, personnel, nursing service, and 
hospital finance were explored. Two days’ sessions 
were given over entirely to technics of executive ac. 
tion. These sessions were further broken down into 
component parts, and lectures were delivered by 
prominent representatives from the management field. 
Several of the speakers were members of management 
firms, and some were members of university faculties 
specializing in management and personnel relations. 


Some of the representative lecture titles were: 
The process of interviewing and counseling 
Effective listening and explanation 

The art of exercising authority with poise 
Criticism and the positive approach 
Morality in administrative decisions. 


Part of the advanced institute program is concerned 
with current political, social, or economic issues, and 
their relation to the hospital. At the institute just 
mentioned, the specter of unionization of hospital em- 
ployees was thoroughly and minutely inspected, and 
lectures were delivered on negotiations in employer- 
employee relationships, salary and wage administra- 
tion, and considerations in dealing with hospital em- 
ployees. 


‘Advanced seminars on liberal education, limited 
to fellows in the American College of Hospital Ad 
ministrators, examine subjects outside the immediate 
realm of the hospital. These ‘fellows’ seminars” deal 
with major problems of the day in the fields of eco- 
nomics, sociology, psychology, and political sciences, 
with authorities in these fields serving as discussion 
leaders and lecturers. 


The 13th Fellows’ Seminar, held in October, 1959, 
at the Indiana University Medical Center, had on its 
diversified list of titles; “The Current Economic Situ- 
ation,” “Modern Technological Improvements and 
Their Implications,” and “The World of James Whit- 
comb Riley.” 


The program of the fellows’ seminar held in May, 
1947, at the University of Washington at Seattle, pro- 
voked an editorial comment in the Seattle Times. 
Some of the program titles were “American and Soviet 
Propaganda,” “How Dangerous Are Atomic Weap- 
ons?” and “What's Wrong with the American Novel? 
The Times editorial commented on this selection o 
topics, stating in part, “The unusual feature (of the 
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seminar) is that the program is made up exclusively 
of lectures on a wide range of subjects entirely outside 
the field of hospital administration . . . It is worthy 
of comment that a group of professional men should 
gather in this manner to discuss every sort of topic 
except the field in which they themselves specialize.” 


The editor concluded his statement with “The hos- 
pital administrators have set an example for other pro- 
fessions in seeking a rich fund of exact knowledge on 
questions vitally significant in the world today.” 


The annual Regional Conferences, held in various 
sections of the country, are also limited to afhiliates 
of the College. These meetings are arranged on a ro- 
tating basis among the 18 ACHA regions. In 1960, the 
regional conferences will be held in Boston, Roanoke, 
Milwaukee, Houston, and Montreal. 

The content of these regional courses is similar to 
the content of the advanced institutes. Before the 
meeting is scheduled to begin, members in the region 
are canvassed for questions to be discussed at the 
conferences. The questions appearing most often are 
chosen for discussion at the meetings. 


Held on university campuses, the regional conter- 
ences draw on the resources of the university faculties 
for lecturers and discussions leaders. These meetings 
are particularly valuable because of their regional 
character — problems of special interest to adminis- 
trators in the local area are explored, giving the meet- 
ings a more specific interest, and incidentally, a more 
personal flavor. 

Commonly, one day of the meeting is given over 
to the subject of human relations as it affects the hos- 
pital. In recent conferences, the interactions of hos- 
pital and union have been vigorously explored, en- 
compassing employer-employee relations, organiza- 
tion, and other pertinent facets of what is an impor- 
tant current problem. The regional conferences are 
primarily an outgrowth of the ACHA’s Human Re- 
lations Conferences, discontinued in 1955. 


The faculty at these meetings includes prominent 
hospital administrators, members of the university 
teaching staff, leaders from allied fields, and indus- 
trialists in various fields. 


In February, 1958, on the occasion of the 25th an- 
hiversary of ACHA’s founding, the first Congress on 
Administration was held in Chicago and enthusiasti- 
cally attended by 850 registrants. Reception of the con- 
sess was so gratifying, in fact, that officers of the 
ACHA voted to hold a similar congress the following 
‘ear, and the meeting has since become an annual 
event with a total attendance of nearly 3,000 in the 
frst three years. 

The two-day congress encompasses a highly special- 
ved, ambitious program of general assemblies and 
*minars on administration problems. The general 
ieetings present a guest speaker from management or 
allied fields. In addition to their information value, 
these talks are often high in entertainment value, as 
withess the humorous dissertation at the 1960 congress 
on the inefficiencies of modern bureaucracy by Prof. 
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C. Northcote Parkinson, author of “Parkinson’s Law.” 

Other assembly speakers this year were drawn from 
many backgrounds. Harold J. Leavitt, professor of in- 
dustrial administration and psychology in the gradu- 
ate school of industrial administration, Carnegie In- 
stitute of Technology, spoke on the subject of his 
award-winning book, Managerial Psychology. Lyle M. 
Spencer, president of Science Research Associates, Chi- 
cago, spoke on “Tests for Management: Their Use 
and Abuse.” The author of Anatomy of Leadership, 
Eugene E. Jennings, associate professor of business 
administration, Michigan State University, drew on 
his background as a consulting psychologist in a pres- 
entation entitled “Executive Practices.” 

Management seminars held as part of the congress 
each explore a facet of the over-all managerial func- 
tion. Beginning with a_ breakfast, the 214-hour 
sessions are led by a guest speaker and a group lead- 
er. The sessions are intensive and to the point, and 
generally cover many subdivisions of their particular 
major heading. A partial list of the 24 seminar sub- 
jects listed for the 1960 congress follows: 

Human Problems in Management 

Patterns of Executive Action 

Relationship of Management and Employee Or- 

ganizations 

Management and the Supervisor 

The Basis of Decision-Making 

The Dynamics of Boards and Committees 

Personal Values in Administrative Decisions. 

Still in the formative stage, but definitely included 
in ACHA’s future educational plans, is a series of ad- 
ministrative clinics. In this program, enrollment in 
each clinic will be limited to 10 or 12 administrators, 
and their workshop will be an actual hospital situa- 
tion. 

Using the hospital as a laboratory and working in 
small groups similar to the committees with which 
they are accustomed, the enrollees will trade insights 
and ideas, and utilize planned observation in their 
exploration of problems common to all. The hospital 
setting is expected to be ideal for this type of group, 
because it will enable the individual administrator, 
who rarely has the chance otherwise, to visit and ob- 
serve another hospitai situation. 

Although founded as a professional society for the 
recognition of the hospital administrator as an entity, 
the ACHA has expanded its original provisions so that 
it now vigorously maintains an ambitious program in 
education. Not content with the status quo, the or- 
ganization is continually coming up with new edu- 
cational patterns and ideas, and applying them to 
existing seminars and meetings, or when this isn’t 
feasible, constructing a new session for the new idea. 

According to executive director Conley, the admin- 
istrator who gives up his precious time for anywhere 
from two days to two weeks, and the graduate student 
who takes two years of his earning lifetime to enter 
the hospital field, “both deserve all the credit and 
educational help we can give — and we are proud to 
give it.” 


41 


rned | 
and 
just 
em- 
and 
stra- 
em- 
fay, 
nes. 
viet 
the | 

| 

= 


As the concern for the increasing number of elderly 
ill in our population grows, so do the efforts to meet 
and alleviate their problems. Not alone a matter 
of economy, or the shortage of hospital beds, but 
one of humaneness, various programs spotted through- 
out the country are gearing their efforts to meet all 
phases of the dilemma. 


Among the most successful are the various home 
care programs, which give the oldsters a maximum of 
care and comfort at a minimum cost. 


Topics herewith presents resumes of three such pro- 
grams in the midwest, as reviewed at the Tri-State 
Assembly in May. 


Illinois, Michigan Programs Free 
Hospital Beds for Acutely III 


Home care is becoming more and more part of the 
medical-care picture as one of the stages of progressive 
patient care. Not a new concept, it was practiced long 
before we had hospitals: but we are now looking at it 
in a systematic way, and as part of the medic¢al-care 
spectrum. It offers, in addition to proper care in the 
home, a method of reducing the length of hospital 
stay, and eliminating, in some cases, the need for pre- 
hospitalization and re-hospitaiization; an opportunity 
for rehabilitation and preventive medicine; and an 
educational tool for doctors and public health per- 
sonnel. — Herbert Abrams, M.D., Chicago, medical 
director, Union Health Services, Inc. 


Peoria Reports Two-Thirds 
Recovered or Improved 


The home care program of Peoria was started in 1957 
as a community-centered program, with a_ steering 
committee including a public health nurse and repre- 
sentatives of the local medical society, and headed 
by a private doctor. The patient continues under the 
care of his own physician. The physician, workers 
from health agencies, and the patient and his family, 
comprise the team. Paramedical services are also sup- 
plied by agencies. 


Home Care Programs 


The Park Forest Foundation appropriated $10,00i 
a year, but funds from public and private agencies 
and private insurance carriers are needed to help 
finance the program. We feel that ultimately public 
tax resources should cover the cost where needed, and 
private insurance carriers should extend their policies 
to cover such care. 


Criteria for admittance to the program are: Can the 
family meet the need for round-the-clock care? Does 
the patient himself want such care? Does he need two 
or more medical and allied services? 


A survey of 345 patients shows that cerebral vas 
cular accidents accounted for 110 cases; accidents and 
fractures, 64; arthritis, 40; heart and respiratory ail- 
ments, 36; cancer, 26; nervous disorders, 29; diabetes, 
8: spinal cord lesions, 7; and miscellaneous, 25. 


Of the total, 150 recovered or improved; 20 were 
transferred to nursing homes; 38 died; three moved 
from the area; and 12 made other arrangement. 
[Eprror’s Note: the discrepancy of 22 patients in the 
two totals is noted, but the figures are those given in 
the paper.} In 1959, the program cared for 136 pe 
tients for a total of 14,309 days of home care. — Pear! 
Ahrenkiel, Springfield, Ill., chief, bureau of nursing, 
Illinois Department of Public Health; representing 
the Visiting Nurse Association, home care program 
of Peoria. 


Michael Reese Hospital Program 
Operates for Medically Indigent 


The home-care program at Michael Reese Hospital 
handles only the medically indigent. It is an inte 
grated program whereby medical, nursing and re 
habilitation needs are met in the home while the 
patient is still in the hospital or attending the clinic. 
Each case is evaluated by the program director, and 
is referred to social workers who investigate the home 
environment to assure its capacity for such care. 


The case is assigned to one of 16 medical staff mem 
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... in Chicago 


... in Detroit 


bers, who visits the patient as often as he sees fit, and 
reports to the medical director every six weeks. ‘The 
patient may in some cases be referred back to the 
hospital, or be brought in for laboratory tests. If 
special equipment is required, it is furnished, and 
both visiting nurses and homemakers are assigned. 
Prescriptions are filled by a participating pharmacist 
in the neighborhood at a reduced rate, and the home- 
care program is billed. 


In 1942, distressed by the number of patients com- 
ing to the cardiac clinic who died there or enroute, 
we decided that such patients should not be exposed 
to the exertion of travel, and started the home-care 
program with $250 donated by the Chicago Heart 
Association. In 1959, we had over 90 patients with 
various ailments who received 27,000 days of patient 
care at a cost of $1.40 per day, saving about 6,500 
days for the care of acutely ill patients in the hospital. 
The cost not covered by welfare agencies is absorbed 
by private contributions. 

No home-care program can work without complete 
supervision and coordination. Both the family and 
the environment must be favorable, as verified by the 
social worker, and screening must consider whether 
or not each patient is the type we can handle. If the 
program becomes a dumping ground, it will fail. If 
the humane angle is lost sight of, it will also fail. — 
Morris Weiss, M.D., director, Mandel Clinic, and 
director, home care program, Michael Reese Hospital, 
Chicago. 


VNA-Administered Project 
Started in Detroit in 1955 


The Detroit home-care program was started in July, 
1955, and is administered by the Visiting Nurse Asso- 
ciation. It was hoped that a hospital would undertake 
the project, but when none did, the Wayne County 
Medical Society enlisted the help of the association 
in meeting this community need and interest. The 
MacGregor Foundation granted $100,000 for one year. 


The patients are mostly long-term patients of pri- 
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vate doctors, and are medically indigent though they 
do not otherwise qualify for welfare funds. One of the 
primary reasons for the VNA participation is that we 
have many of the needed services already in operation, 
such as nursing and occupational and physical ther- 
apy. There is a steering committee consisting of 25 
welfare and health agency representatives, some ol 
which supply social service and other necessary per- 
sonnel. 


The welfare of the patient and his family is of prime 
importance, and the environment must be conducive 
to recovery. The private doctor handles the case, and 
discharges the patient when he has reached the re- 
habilitation goal. He is dropped if there is failure 
on his part, or on the part of the family, to cooperate 
in carrying out the total program. 


During our first year, we had difficulty in getting 
doctors to cooperate. In 1958, we made arrangements 
to place public-health nurses in hospitals as liaison 
persons. Within 16 months we had 412 referrals from 
doctors, and 121 patients were placed on home care. 
Of 440 patients admitted (69 percent of them women), 
395 were discharged. Of our patient load, 70 percent 
improved. Only three percent had complete mobility 
when they came on the program; at discharge 30 per- 
cent had achieved this goal. 


The doctor is in frequent telephone conversation 
with persons concerned with the patient's well-being, 
and he also receives a monthly report from the visiting 
nurse. The entire team decides on admission and 
discharge. At the end of last year, the demonstration 
phase ended, and home-care is now an_ on-going 
program. 


In February of this year, the Blue Cross started a 
pilot study covering four hospitals. Patients consid- 
ered well enough to be discharged to home-care are 
admitted to the program, and Blue Cross pays for the 
care, including nursing, medications, dressings, labora- 
tory tests, and similar items, plus one-half the cost 
of the homemaker service, for 60 days. It can be 
renewed on a basis of 30 days for a period of one 
year. — Frances Wyatt, case work consultant, home- 
care program, Detroit. 
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antibacterial 
detergent with 3% 
hexachlorophene 


for all personnel with patient contacts 


Thorough washing with the antiseptic detergent, 
pHisoHex, is a simple hygienic measure that can help re- 
duce staphylococcal and other infections if adopted by all 
hospital personnel attending patients. Such a hospital 
procedure has “... proved effective in controlling the 
spread of infection....’" Routine washing with pHisoHex 
is suggested not only for surgeons, physicians and nurses, 
but also for nurses’ aids, food handlers and members of 
the housekeeping and laundry staff. Home use by sur- 
geons and nurses augments results still further. 


“,.. the bactericidal effect of pHisoHex can be attributed 
to the efficient deposition of hexachlorophene as 2 
semi-permanent film on the skin of frequent users.” 
Hexachlorophene is particularly effective against 
staphylococci. 

pHisoHex is a potent antibacterial, hypoallergenic deter- 
gent with “...a surface tension reducent 40% more 
powerful than soap.’ 


1. Benson, Margaret E.: Am. J. Nursing 57:1136, Sept., 1957. 2. Smylie, 
H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:606, Oct. 3, 1959. 
3. Ayliffe, G. A. J.; Alder, V. G., and Gillespie, W. A.: Lancet 2:456, Sept. 


26, 1959. 
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For further information use postcard opposite page | 22. 
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Senator Metcalf's analysis of developments in 
his own state and others offers valuable cives 
to trends of concern to everyone working in 
the broad areas of health and medical care. 


Health Insurance Newsletter 


By State Sen. George R. Metcalf* 


More for Fun, Less for Health. The Health Insurance 
Institute claims Americans are spending twice as 
much money for recreation, alcoholic beverages and 
tobacco as they are for medical care. 

Of $293 billion spent on personal needs, according 
to the U. S. Department of Commerce, as quoted by 
the H.1.I., $17 billion (or 5.8 per cent) was spent 
for recreation while $9.2 billion (or 3.1 per cent) 
went for alcohol and $6.3 billion (2.1 per cent) was 
spent on tobacco products. This totals $32.5 billion 
(11 per cent) of personal consumption expenditures. 


In comparison the Institute cited $16.4 billion (or 

5.6 per cent) spent on medical care. 

* * * 

Opinions on “Socialized Medicine.” A majority of 
adults in the United States favor governmental assist- 
ance in the provision of low-cost medical care. This 
isone of the chief conclusions embodied in “Attitudes 
Toward Governmental Participation in Medical 
Care,” a report on a national survey conducted in 
1956, and a Detroit area study completed in early 
1957. The report, dated March, 1960 and authored by 
Professor Wilbur J. Cohen, and Assistant Professors 
Charles N. Poskanzer and Harry Sharp, of the faculty 
of the University of Michigan, also notes: 

“A significant proportion of the population 
have no opinions as to the principle or extent of gov- 
ernmental participation.” 

“Among most of the general public, the posi- 
tions of the two major political parties on the role 
of government in medical care are difficult to dis- 
tinguish. Many persons either do not know which 
party is closest to their own views on the issue, or 
believe that both the Republicans and the Democrats 
are equally close.” 


The major findings summarized are: 


* “A majority favor governmental action to help 


finance low-cost medical care.” 
* The aged “overwhelmingly favor governmental aid 
for low cost medical care.” 


“Chairman, State of New York joint legislative committee on health 
insurance plans 
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e “Socio-economic status and opposition to govern- 
mental aid are directly related,” with the high income 
groups opposed, low-income groups in favor. 


e Middle-income socio-economic groups widely ac- 
cept the principle of governmental aid, 


e “The nation’s farmers are in strong support of 
governmental aid.” 

e “An extremely large majority of Negroes are in 
favor.” 

e “Slightly more Republicans favor governmental 
aid than oppose it; at least three times as many Demo- 
erats favor it as Oppose it.” 


e “A substantial majority of people in the south 
favor governmental aid for medical care.” 
* * * 

Forand Bill Fight Reaching Climax. Pressures to pro- 
vide federal legislation in the field of health insur- 
ance for senior citizens are mounting. In the mass ol 
material published both pro and con to the Forand 
Bill, a letter was sent to the House Committee on 
Ways and Means by Basil C. MacLean, M.D., M.P.H., 
until recently president of the Blue Cross Association 
and formerly New York City Commissioner of Hos- 
pitals. 


Dr. MacLean’s letter read in part: 


“A lifetime’s experience has led me at last to con- 
clude that the costs of care of the aged cannot be met 
unaided, by the mechanisms of insurance or prepay- 
ment as they exist today. The aged simply cannot 
afford to buy from any of these the scope of care that 
is required, nor do the stern competitive realities per- 
mit any carrier, whether non-profit or commercial, to 
provide benefits which are adequate at a price which 
is feasible for any but a small proportion of the aged. 


“I favor legislation so drafted that it would permit 
the Government to utilize voluntary non-profit plans 
such as Blue Cross. Blue Cross would thus be helped 
in its efforts as a community plan to serve all econom- 
ic groups, but Blue Cross cannot, of course, include 


(Continued on next page) 
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“Imagine—getting a 
two-year free instrument 
maintenance service!” 


INSTRUMENT AGREEMENT 


—a service and a saving never before 
offered to hospitals 


You agree to a $500. minimum annual purchase—ordered 
as needed by your hospital with but a $50. initial order. 


Every Weck-branded instrument purchased by you dur- 
ing this agreement will be date-stamped. On all such 
instruments (except knives and blades) you will receive 
a TWO-YEAR FREE REPAIR AND SHARPENING 
SERVICE. 


The dates on the instruments will permit you to verify 
the 2-year repair period and check the longevity of Weck 
instruments. 

You will also receive a 5% discount on all other repair 
service during the period of this agreement. 


In addition you will receive a 5% discount on all of your 
Weck instrument needs for the next 12 months. 


You will receive additional discounts for large individual 
orders. 

And remember—“ Weck branded” means just that—instru- 
ments made by Weck at the Weck plant. 


With our date-stamped instruments and free repair 
service, you will prove to yourself that Weck surgical 
instruments are the most economical of any brand of 
instrument you could buy. If we weren’t so positive of 
our own fine quality we could never make such a guaran- 
tee as this. 

If your Weck representative has not yet contacted you 
to explain this revolutionary plan, please write for full 
information to: 


EDWARD WECK & COMPANY 


Division of Sterling Precision Corp. 
135 JOHNSON STREET, BROOKLYN 1, N. Y. 


LI} F | K 70 years of knowing how 


Manufacturers of Fine Surgical Instruments 
and Hospital Specialties « Instrument Repairing 


VISIT US AT BOOTH NO. 447 — AHA CONVENTION 
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HEALTH INSURANCE continued 

a large high-cost group ‘like the aged wthout raising 
its rate to everybody. When social security funds pay 
for the aged everybody else would benefit also. 

I do not believe that commercial insurance com- 
panies should be recognized as intermediaries. [t does 
not make sense to try to insure on a business basis 
persons whose incomes are not far from the subsis. 
tence level. Legislation along the lines of the Forand 
Bill offers a means of settling an area of difficulty and 
relieving the voluntary prepayment mechanism to 
concentrate on better programs within its areas of 
demonstrated competence. Surely, if OASDI health 
benefits are ‘contracted out,’ voluntary prepayment 
will thereby be strengthened and its programs. will 
rest upon sounder economic footing. 

“For hospitals, the measure will provide lor the 
first time, adequate payment for services rendered to 
aged patients, relief from an unnecessary burden ol 
long standing, and the kind of dependable financial 
support that produces growth and vitality for the 
community’s health facilities. 


“T urge you to hasten your efforts to bring this bill 
belore the Congress.” 


New York City Rate Rise Asked. An average rate in- 
crease of 37.3 percent has been asked of the New York 
State Insurance Department by the Associated Hos- 
pital Service, New York City’s large Blue Cross plan 
which, with some 7 million subscribers, is the coun- 
try’s largest. Of the total increase, about seven per- 
cent is needed for additional benefits proposed unde 
the basic 21-day and the 120-day contract. Balance of 
the increase will meet “the basic trend in increased 
hospital utilization and costs” and other requirements. 
Services not now provided which the increased rates 
would make possible, according to plan are: 
e Coverage of infants from birth, rather than [rom 
90 days of age. 
e Coverage for short-term hospitalization for men- 
tal illness. 
e Coverage for cosmetic surgery. 
e An increase in the $10-a-day allowance for a_pri- 
vate room. 


* * * 


West Coast Drug Plan. March marked the end of the 
first six months of a group insurance plan covering 
the cost of prescription drugs in San Jose, California. 
This plan involves local members of the California 
Pharmaceutical Association (representing retail drug- 
gists), the Pacific National Life Assurance Compan) 
of San Francisco (which specializes in health insur- 
ance), and the local bricklayers union and dependents. 

A monthly premium of $1 per family has cnabled 
the plan to remain in the black so far, but before firm 
conclusions are reached, more data will be iceeded. 


ED. NOTE: Beginning with this issue, “Health Insurance Ne 
will appear every other month rather than monthly. 
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Review of Hospital Lawsuits 


@ City Liable for Services to Indigent 


If a state law provides that a city hospital must 
render free services to paupers, the city cannot re- 
cover any payments or compensation for such serv- 
ices from a township within the city boundaries, a 
higher court held recently. 

In City of Champaign v. Champaign ‘Township, 
50 N. E. (2d) 657, it was shown that a state law 
provides that an inhabitant of a city who is not a 
pauper shall pay reasonable compensation for services 
rendered him by the city hospital. If the inhabitant 
is a pauper the city must provide hospital services 
without compensation. 

A man named Clay, who lived in a township 
within a city, was admitted to the city hospital. 
Later a suit was filed by the city against the town- 
ship to recover for hospital services furnished Clay, 
a medically indigent person. 

The testimony showed that Clay was an indigent 
person and had been a bona fide ‘resident of the 
city for more than 12 months prior to his becoming 
a patient in the city hospital. Therefore, the higher 
court held that the city was not entitled to recover 
from the township for hospital services rendered Clay. 


“Clay being an inhabitant of the city was en- 
titled to the benefit of the operation of the hos- 
pital. A city operates a hospital for the benefit of 
the residents thereof either as a charity or in the 
promotion of the public health and for no other 
purpose.” 


geeiecae Not Exempt from Taxation 

Is a corporation exempt from taxation if it is 
organized for no profit to furnish a “hospital care” 
service to various hospitals? 

The answer is no. 

In Hospital Service v. Evatt, 57 N. E. (2d) 928, a 
state law was litigated which exempts from taxation 
teal property which is used for charitable purposes. 

A hospital corporation was organized for the pur- 
pose of “establishing, maintaining and operating” a 
nonprofit business under a service plan whereby “‘hos- 
pital care” might be provided by a group of non- 
profit hospitals. The court held that this corporation 
is engaged in a business substantially amounting to 
Msurance, and therefore is not entitled to exemption. 


JULY, 1960 


By Leo T. Parker 
Attorney at Law 


No Bed Rails 
The manager of a hospital writes: “I read in 
HospitaL Torics about a case you wrote up 
where a hospital was held liable for injuries to a 
patient who fell out of bed for the reason that the 
bed was not equipped with bed rails. When is it 
necessary for a hospital to furnish bed rails?” 
The higher courts consistently hold that hospitals 
owe to patients only “ordinary care and attention.” 
This means that the hospital’s employee must exer- 
cise the same care as a reasonable person would use 
under the identical circumstances. Hence, ordinarily 
a hospital is not required to equip a hospital bed 
with bed rails. 


In the leading case of Cochran y. Harrison Me- 
morial Hospital, 254 Pac. (2d) 752, the testimony 
showed that plaintiff was an 80-year-old woman who 
suffered a slight stroke. Although she had control 
over both her arms and legs, her inability to swallow 
or take nourishment by mouth resulted in her 
physician sending her to a hospital. 

The physician ordered an injection of two grains 
of sodium luminal shortly after admittance to the 
hospital, along with an intravenous injection ol 
glucose and saline solution. He further prescribed 
additional doses of two grains of sodium luminal 
at 9 p.m. and at 2 o'clock the following morning. 


At 6 o'clock the following morning Mrs. Cochran 
was awakened by a nurse, who placed a wash basin 
on her bed, told her to wash, and left the room. 
Mrs. Cochran sat up, swung both her legs over the 
side of the bed, and reached for the basin. Then she 
slipped off the edge of the bed and fell to the floor. 
As a result of the fall she suffered an intertrochanteric 
fracture of the left hip. 

Mrs. Cochran sued the hospital for heavy damages, 
alleging that it was guilty of negligence in failing 
to furnish a bed equipped with bed rails. 

The higher court, in refusing to hold the hospital 
liable, said: “This in itself is not proof of negli- 
gence. There must be proof that appellant (Cochran) 
was in a helpless condition which was known to 
the nurse and the hospital and that reasonable care 
under such circumstances required the installation 
of bed rails.” 


47 


_| 
in- 
rk 
Os- 
an 
In- 
er- 
le) 
of 
ed 
ts. 
es 
| 
n- 
2 
a. 
a 
\ 
] 
= 


4,350,000* babies will be born in the 
United States this year—and 8° will be 
premature. These premature infants should be 
given every chance for survival. Does your 
nursery have enough IsOLETTE" incubators? 


The IsOLeTTE incubator alone provides pre- 
cise, continuous, fully-automatic control of 
temperature, humidity and oxygen—vital fac- 
tors of the premature infant’s environment. 


When nursery air is used, only the ISOLETTE 
incubator insures maximal isolation by means 


oa and 8% are pre 


of the new IsoLeTTE MICRO-FILTER. It re- 
moves all contaminants down to 0.5 micron 
in size. And if the exclusive outside connec- 
tion is used, the IsOLETTE incubator provides 


a continuous supply of circulating, pathogen- 
free, fresh, outside air. 


To be ready for the increasing number of 
premature births—and for optimal protection 
of even the tiniest infant—make sure your 
nursery has enough IsoLeTTE incubators. 


*4,320,000 births were recorded by U.S. Dept. of Comm. in 1959. 


"he/ Is olette/ 


mature 


infant incubator by AIR -SHIELDS, INC. A 


Hatboro, Pa., U.S.A. 
Research and engineering to serve medicine throughout ‘he world 
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Fun for Children 


By Captain Leonard Berlow, USAF, MSC** 


A little book called “Going to the Hospital” is mak- 
ing the difference between tears and cooperation from 
young patients of this hospital. Designed to be read 
by —or to — children from 5 to 10 years of age a few 
davs before admission to the hospital, the booklet tells 
the child that he is to be a patient, and in story form 
describes what will happen at the hospital. Mrs. Jeb 
Tracy, an American Red Cross volunteer worker at 
the hospital, has illustrated the booklet with cartoons, 
which the children are encouraged to color with 
crayons. 

Informed children make better patients. In the 
past, children were often completely unprepared, at 
least. psychologically, to cope with a hospital situa- 
tion. Some parents, uncertain themselves of exactly 
what was to happen, disguised the facts or avoided 
telling the child what to expect, leaving the entire 
burden of explanation to the doctors and nurses at 
the hospital. Children who were to undergo surgery 
were olten the least’ prepared. 


Going to the Hospital” 


Guess what? You're going to the hospital! Yes, 
the doctor says you have something that needs fixin’, 
and the best place to take care of it is in the hospital. 


Have you ever had to stay in a hospital before? 
Think hard. Sure you did, when you were born. You 
won't be able to remember that far back, but all the 
doctors and nurses took real good care of you. That's 
one big reason you've grown big and strong. ‘They 
helped you get a good start in life. 

those of you who haven't been a hospital pa- 
ent, or have forgotten about the hospital, we'd like 
to tell you what wiil happen when you come to stay 
with us at Wright-Patterson Air Force Base. This 
book will take you on a little visit through the hos- 
pital and let you meet all the people who work here. 


You can have lots of fun coloring the pictures in 
this book. When you've finished coloring them your 
Mom and Dad would love to see how well you did. 


Reprinted with permission from U. $8. Armed Forces Medical Journal, 
1:701-706, June, 1960. 


**From USAF Hospital, Wright-Patterson Air Force Base, O. 


JULY, 1960 


‘Going to the Hospital’ 


“Going to the Hospital” gives children the facts 
about laboratory procedures, x-rays, and other diag- 
nostic measures. It mitigates the parents’ departure, 
olten the act that upsets children most. In the de- 
scription of a tonsillectomy, which most children lace 
sooner or later, it tells in child language what can be 
expected in the operating room. 

Of course, not every hospital admission can be 
anticipated. But hospital personnel at this hospital 
have reported that even leafing through the booklet 
at admission time helps to relieve “hospital jitters.’’ 
Nurses have stated that there is a noticeable change 
in the behavior of pediatric patients when they know 
what is to take place. 

The text of “Going to the Hospital,” and the car- 
toon illustrations, reduced in size, are reproduced 
here. Some details described in the text — ward size, 
observation windows, dining facilities — may vary from 
hospital to hospital, but basic procedures remain the 
same. 


We know the doctors and nurses will enjoy seeing 
them too. 
Now, let’s get started with our hospital story. 


You have probably been inside this hospital before. 
Remember the time you came with Mom for shots? 
Here’s a picture of the hospital for you to color. 

All along the first floor there are many interesting 
places. One of these is called the laboratory. That 

(Continued on next page) 
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smart styling to 
O. R. Caps 


5 designer styles to choose from! - 


ACME’s O.R. caps are designer styled, com- 
fortable as well as functional. Made of a fine, 
lightweight muslin, they fit without disturbing 
your hairdo and prevent loose hair from fall- 
ing. Five attractive styles to choose from, with 
gussets and adjustable tie tapes or in the smart 
drawstring style. All ACME caps are pre- 
shrunk to withstand repeated launderings. 
Colors: White, Jade Green, Misty Green. 


SURGEONS’ ROUND TOP 
With elastic gusset for com- 
fortable fit. Adjustable stitched 


tie-tapes. Colors: White, Jade 
Green, Misty Green. 


WRITE TODAY for completely illustrated 
price list including nurses’ and surgeons’ caps, 
plus approved face masks. 


MAC COTTON PRODUCTS CO., Inc. 
245 FIFTH AVENUE, NEW YORK 16, NEW YORK 
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PEDIATRICS continued 

sounds like a place where there are lots of test tubes 
and all sorts of experiments going on. If that’s what 
vou thought, you were exactly right! You know, it’s 
amazing how much doctors can learn from the liquids 
inside the body. Which ones can you think of that 
are inside your body? Well, one of the most important 
is blood. Blood tells the doctor if there are any germs 
or disease bugs causing trouble. He must also find 
out if there is enough blood in the tubes that carry 
the blood from your heart to all parts of your body, 
The doctor must look at this blood through a power. 
ful magnifying glass called a microscope to make sure 
about those tiny bugs. 

Now the problem is how to get a little bit of your 
blood to examine. How would you do it? Sure, stick 
a litthe pin in your finger and out pops a drop ol 
blood. That pin prick kind of hurts, but in just a few 
seconds it’s over. Sometimes our doctor friends need 
more than one drop of blood. What now? This may 
mean a stick in your arm near the elbow. Out comes 
some blood into a tube. This takes slightly longe 
and hurts a little more than the finger prick. Honest 
though, it won’t hurt half as much if you'll sit still 
and be as brave as you can. When you have time, 
color the picture of the doctor looking through. his 
microscope. 


Is urine a new word for you? That's the word doc 
tors and nurses use for wee-wee or when you make 
water in the toilet. You will probably have to wee-wee 
in a bottle so the doctor can make sure it’s all right. 
There’s nothing to this, and it’s fun to try and fill up 
the bottle. 


You will make one more stop on the first floor of 
the hospital. That’s in x-ray—or the big name for 
it is radiology (ra-di-ol-o-gee). Here’s the place where 
another doctor friend of yours is going to take a 
picture of your chest and stomach, 1-2-3 and the pic 
ture is taken. After you have gone the doctor will 
look at the picture to see how all the little machines 
like your heart and stomach are working. ‘This place 
is a lot of fun, so let’s color a picture of our trip 
x-ray. 

It’s time to go to the place where you will stay while 
you're in the hospital. This is on the third floor of 
the hospital and is called a nursing unit. ‘There are 
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lots of other kids here too. Some of them have band- 
ages on because they have had a bump or bruise. 
Others may be walking around and not look sick. 
Still others may be in bed and not feeling well at all. 

Now the nice nurse will take you to a room with 
two or three beds in it. Good, there are other kids 
right in my room to keep me company. This is a 
funny room though. A big glass window looks right 
out into the hall. Now I see why it’s that way — it lets 
the nurse look in the room to see how we're all ectting 
along. ‘This is neat. Look over there. A special sort 
of table or stand for my very own. PII put all my 
books and toys in it so they'll be nearby. 

Each kid is in pajamas. So, that’s the first thing 
we must do. Mother or Dad will usually help get 
them on. Now that pajamas are on and I have my bed 
and stand all set, it’s time to say goodbye to Mom and 
Dad. 

Oh yes, didn’t we tell you that in the hospital we 
stay with the nurses and doctors and other kids? Mom 
and Dad can come back often during visiting hours. 

Boy, this is great staying by myself with all these 
other boys and girls! I'll miss Mom and Dad, but I 
know all these nice people will take real good care ol 
me. Besides I've got a lot of looking around to do. 
Look at that bed. It looks like it’s a mile high! 


9° 


Really it isn’t, but it is a lot higher than the one you 
have at home. Wonder why? Well, it’s to help the 
nurses and doctors when they take care of you in 
bed. It’s just so they won’t have so far to bend over. 
What are those funny-looking bars doing around that 
kid’s bed? Did you ever fall out of your bed at home? 
If you did you probably got a pretty big bump. Well, 
these bars keep patients from falling out of bed. They 
even use them for big people to keep them safe too. 
If the nurse puts these on your bed don’t, for goodness 
sake, try to climb over them. Your nurses will help 
you in and out of bed. 


Let's look around some more. Gosh, did you ever 
see so many television sets? You can still watch your 
lavorite TV programs right here in the hospital. This 
is getting to seem more like home all the time. Have 
some more fun and color the picture of Mickey Mouse 
on TY. 


(Continued on next page) 
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WASHER 


DRYER 


POWDERER 


1742 Dale Rd. 


The fastest, easiest and most 
economical way to process surgical 
gloves is the Rotary way. 

For example: Even in a 100-bed 
hospital, these three companion 
machines will pay back their cost in 
actual savings over the hand 
method in less than a year. 


WASHER Developed expressly 


for surgical gloves. Three times 

faster than hand method. No punish- 
ing agitators or fast rotating drums. 
Unique pulsating action cleans 

gloves thoroughly inside and out. 
Water drained automatically at end 
of each cycle. Takes only 8 minutes of 
operator’s time. Capacity 150 gloves. 


DRYER Faster, safer, because 
warm air at safe temperature is 
blown directly and continuously into 
tumbling drum . . . revitalizing the 
gloves as they dry. Excess water 

is removed at start of drying cycle. 
Drying time 30 minutes... 

three tirnes faster than by hand. 
Capacity 150 gloves. 


POWDERER Ten times faster 


than hand method. Even coating of 
powder, inside and out, without 
turning. Airtight. No powder 
escapes. Powdering time 4 to 8 
minutes (depending on thickness of 
coating). Capacity 150 gloves. 

FREE! GLOVE PROCESSING 
MANUAL mailed on request with 
illustrated literature describing 

the all-new Rotary line. 


Buffalo 25, N. Y. 


For further information use postcard opposite page 108. 51 
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PEDIATRICS continued 


Just ‘cause we're in the hospital doesn’t say we're 
not hungry. Let’s eat. Some of the boys and girls 
who must stay in bed get their food served right in 
bed on a swell tray. The nurse lets the others go to 
a dining room down the hall. This is a good chance 
to show the nice nurse how well I can eat — and all 
by myself too! 

There certainly are a lot of busy people working 
here. Gee, the dociors have lots of kids to take care 
of. Here comes the doctor to see me now. I know he’s 
the doctor by the long white coat he wears. That 
thing he puts in his ears to listen to me breath makes 
me laugh. It’s cold when it touches my tummy. What 


do they call that thing? It’s a big name, but let's try 
to surprise the doctor and say it for him — steth-o- 
scope. Good! It ought to be fun to color the picture 
of my doctor using his stethoscope. 


You may have wondered what in the world the 
doctor is looking for with that funny-looking  flash- 
light. When he looks in your ears it’s to see if the 
little hearing machinery is working properly. Then 
he wants to look in your nose and throat. The doctor 
can tell all sorts of things about your health by mak- 
ing you stick out your tongue and say, “Ahhh.” 


Are you one of the kids who must have an opera- 
tion? That's a big word all of us have heard before. 
Believe it or not, you have operated on something 
yourself! Remember fixing that loose bolt or screw 
on your bike — well then, you really operated on it. 
Maybe you have a loose bolt or screw and the doctor 
thinks it needs tightening up. The only way to take 
care of it is to operate. 


Do you know Billy Rogers? He's a 6-year-old boy 
who was operated on the other day. Guess what the 
doctors did? Took out his tonsils! Would you like 
to hear about Billy’s operation? Here’s what he told 
us. 


It was early in the morning when the nurse came 


into my room. She said today was the day. I! knew 
she meant those nasty ol’ tonsils would be coming 
out. Oh, oh, what's that? A shot? Yes, befor going 
to the operating room you've got to get one. Didn't 
hurt any more than that last polio shot. 


Next came a kind of bed on wheels and some real 
nice men in green suits let me lay down on it. Before 
I knew it I was riding along the long hall to the 
elevator. Down we went to a real shiny-looking room. 
It’s called the operating room. It has the biggest light 
I ever saw. I think the doctors use it so they can see 
better. There’s a picture of the operating room with 
me in it for you to color. 


This is the part I liked best. A doctor dressed in a 
green suit showed me a face mask just like the kind 
pilots use. He said I could wear it for a while if J 
did exactly what he told me to do. Well, I put it on 
and guess what? I smelled something kind of sweet, 
and pretty soon I was fast asleep! I found out later 
that this was called anesthesia (an-es-theez-ya). The 
reason you go to sleep is so it won’t hurt when the 
tonsils come out. Well, that’s all I] remembered until 
I woke up a little later in still another room. Even 
after I woke up, I'd soon be asleep again. I remember 
though that my throat hurt. I know now that the 
place they operate on usually hurts for a while. 


Anyway, I remember seeing Mom and Dad for a 
few minutes. ‘Then back upstairs to bed and lots of 
TV. My throat still hurt, but in a day or so I felt 
good as new. The doctors and nurses looked after 
me real well, and besides I had all the ice cream | 
could eat. Before I knew it I was getting dressed 
ready to go home! No foolin’ kids, it wasn’t bad at 
all! Sure it hurt a little, but now I know I'm all 
better. 

Well, that’s just about what happens when we're 
operated on. Sure it hurts, but it’s got to be done. 
So, being brave about it helps a lot. 


Of course, not all kids need operations. There are 
plenty who are just plain sick and need to be in the 
hospital to get better. 

When you come to the hospital here are some rules 
you should remember: 


1. Try very hard to do what the doctors and nurses 
tell you. 

2. Be as quiet as you can. Sick children need lots 
of rest, so let’s not disturb them. 

3. Don’t make a fuss when it’s time for Mom and 
Dad to leave. There are certain times when they may 
come to see you, and then they must go. 

4. If you do not feel well, let your nurse or doctor 


know about it as soon as you can. 

We hope you enjoyed your . y 
trip through the hospital in ; 
this booklet. Now that you 
know all about it we are sure 
you will enjoy your stay lots 


more when you come to the 
hospital. 
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The Nurse Midwife: 


DEPARTMENT 


A Highly Trained Specialist 


(This abstract and the ones which follow are taken 
from lectures presented at the annual clinical meeting 
of the American College of Obstetrics and Gynecol- 
ogy. For additional material from the meeting see the 
June issue, pp. 63-65, and 71-72.) 

There is considerable misunderstanding as to what 
we mean by a midwife. We do not advocate going 
back to home delivery under the doubtful auspices of 
4 woman experienced in being helpful in her own 
way at childbirth. By midwife we mean the regis- 
tered nurse with additional postgraduate work in 
public health or advanced obstetrical nursing. 


On top of this specialized knowledge, much of it 
resulting in a master’s degree, we superimpose a 
training period of eight months to one year, at the 
end of which the nurse is awarded a certificate as a 
nurse-emidwife. Nurse-midwives are highly specialized 
nurses capable of rendering complete prenatal care, 
and care during labor and normal delivery. 


To the usual question, “Do we need this type of 
specialized person in the U. S.?,” my personal answer 
isan emphatic yes, because it is my belief that not all 
of the new mothers in the country are getting ade- 
quate care. The doctor is unable to be with the pa- 
tient during labor, and often he doesn’t get there for 
the delivery. There is every indication that the birth 
rate will continue to rise, and if we can’t give ade- 
quate care to the current four million mothers, how 
can we handle the expected 50 percent increase? Fur- 
thermore, the doctor ratio is going to become less 
favorable. 


Most objections to the nurse-midwife program are 
unfounded. When we started the program at Johns 
Hopkins in 1953, we called the nurses OB assistants, 
and immediately got into a hassle with two midwife 
organizations, who informed us we were finally giving 
the training they had been advocating for 20 to 30 
years. Under the circumstances, it seemed expedient 
to change back to the term midwife. 


Others object to the program because of the feeling 
that all is well in the U. $.—that the doctors can 
handle one and all, and need no help — or because 
of the fear that the nurse-midwife will go into pri- 
vate practice. This is possible in Maryland, where 


she is given a license to practice, but for her to go 
into actual practice is unthinkable. She has not been 
brought up that way. She has always worked closely 
with the doctor, and by training and inclination she 
wants to work under his supervision. New York City 
has specific regulations defining what the midwife 
can and cannot do, and it’s a simple matter for every 
state to set up its own legal framework. 


There are a multitude of functions for the nurse- 
midwife: teaching students, other nurses, parents and 
potential parents, supervising nurses, and serving as 
head nurse. In many instances, it is she who teaches 
the doctor what emotional support means. It is 
notable that women who have been under the care 
of a nurse-midwife during the prenatal period face 
labor in a more relaxed and confident frame of mind. 
Very often the nurse-midwife can tell as much trom 
an abdominal and rectal examination as the doctor 
can from a vaginal. She can deliver a baby if the 
doctor is tied up elsewhere, but she is not an inde- 
pendent practitioner. 

There are only seven institutions in the country 
giving such a course. We need many, many more; the 
70 or 80 nurse-midwives we turn out each year are a 
drop in the bucket. Of the 1,057 patients on our 
midwife service, only 30 required transfer back to 
the medical service. — Jolin Whitridge, Jr., M.D., as- 
sociate professor of obstetrics, Johns Hopkins Univer- 
sity School of Medicine; chief, Bureau of Preventive 
Medicine, Maryland State Department of Health, 
Baltimore. 

(Continued on next page) 


Capt. William Minerd (1.), Ft. Rucker, Ala, and John Whitridge, Jr., 
M.D., chief, bureau of preventive med'cine, Maryland Dept. of Health, 
Baltimore, relax for informal conversation before a breakfast conference. 
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OB-GYN continued 
Medicolegal Problems 


Lay Publicity, Technical Advances 
Contributing to Rash of Lawsuits 


Many social forces are contributing to the rash of 
lawsuits, including widespread lay publicity regarding 
medical subjects, surgical procedures, and technical 
advances. To an even greater extent, organized legal 
activity has made the public aware of the personal 
and professional liability of the physician. 


Too often the gynecologist has made predictions 
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which are too optimistic, or guaranteed a sitisfactory 
end result. Permission for sterilization so worded 
that it simply states the operation “may prevent fur. 
ther pregnancies” will prevent future legal action 
should subsequent pregnancies occur. The criteria 
which will establish traumatic abortion should be ap. 
preciated. The implications involved in performing 
donor artificial insemination can be most serious, and 
the obstetrician or gynecologist performing such can 
be held in the act of adultery and the child ruled 
illegitimate. 

There are also problems involving the mediolegal 
aspects of the Rh incompatibility, abandonment of 
the fetus, blood transfusions, surgical negligence (for- 
eign body retained), privileged communications, ob- 
taining consent for operations, and the legal status 
of the fetus. 

Many communities have set up panels of medical 
experts modeled after the industrial commissions 
utilized in some states. Here the plaintiff attorney can 
obtain unbiased testimony and obviate occasional 
contradictory statements from equally qualified doe 
tors. In this way misunderstandings can be adjusted, 
many lawsuits settled out of court, and those with 
justifiable evidence can be tried without prejudiced 
medical testimony. — Roland S. Cron, M.D., prolessor 
and chairman, department ol obstetrics and gynecol- 
ogy, Marquette University Medical School, Milwaukee. 


Fetal Distress 


Early Damage May Be Missed Due to 
Periods Between Heart Rate Checks 


While maternal deaths associated with the birth proc 
ess have dropped significantly in this country in the 
past 25 years, fetal damage and death have not altered 
significantly in spite of high medical standards. 

Our major difficulty is determining when the fetus 
is in a poor environment which may cause death or 
serious damage, such as cerebral palsy, mental retarda- 
tion, or epilepsy. At present, the fetal condition is 
assayed by counting the baby’s heart rate periodically 
with a stethoscope. Since damage may take place in 
a few minutes, it is possible to miss the early signs 
of fetal distress so that damage or death may take 
place between the time when the heart rate is checked. 

With electronic technics which have been devel- 
oped, it is now possible to check continuously through- 
out labor and delivery, so that a permanent, objective 
record can be obtained which is available for checking 
with future developments. In addition, the record 
provides objective data which is of value in handling 
the immediate clinical problem. 

Among our group of study patients, who were moni- 
tored with the electronic apparatus, there was n0 
perinatal mortality in infants greater than 2500) grams. 
This result contrasts sharply with the usual six t 
eight percent in a similar group followed by stethe 
scope. — Edward M. Hon, M.D., assistant professor of 
obstetrics and gynecology, Yale University School of 
Medicine, New Haven, Conn. 
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PICS 


with the 
Cutter 
Saftisystem. 


remove metal seal and disc 


plug set into center of stop- 
per with a quick thrust 


quickly invert bottle to vis- 
ually check for vacuum and 
to automatically establish 
fluid level in drip chamber; 
clear tubing of air and infuse 
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Saftiflask® and improved in- 
jection sets. A new air inlet 
with a filter does away with 
the air tube, permits use of 
a solid stopper with a single 
point of entry, and permits 
only filtered air to enter 
the flask. 

The Saftisystem takes 
just 8 seconds to set up. 
There’s no searching for the 
point- of entry as there’s 
only one place in the stopper 
where the set plugs in. The 
bottle, when inverted, auto- 
matically establishes a level 
in the drip chamber, and 
the incoming filtered air 
bubbling up gives a visual 
check for vacuum. 

Medication can be added 
(aseptically) either before or 
after the flask has been sus- 
pended on the T stand, even 
after infusion is started. 

Hospitals can convert to 
the Saftisystem “‘28’’ with- 
out confusion as it is com- 
patible with all closed sys- 
tems of I.V. administration. 
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ANA CONVENTION 
(Continued from page 35) 

In the area of social legislation, ANA spokesmen 
have testified in Washington in favor of the principle 
of expanding the system ol old-age survivors and 
disability insurance under Social Security to include 
health-service benefits for the aged, disabled, and 
retired. And, in addition, the association has urged 
that specific provision be made to include nursing 
service and nursing care in the home in any prepaid 
health-insurance program. 

Among the nonlegislative programs that ANA ad- 
yocates, these will have priority for the coming  bi- 
ennium: 

e A strong public-information campaign for AN A’s 
economic security program, stressing the shortage of 
nurses, low salaries, and unsatisfactory employment 
policies as contributory factors. 

e Full participation of members of minority 
groups in association activities as well as a strong 
program to eliminate discrimination in employment 
and educational opportunities. 


e Active pursuit of a program of action for public 
support for scholarships, research, and continued 
improvement of nursing education. 


e Promotion of the baccalaureate program so that 
within 20-30 years it will become the basic educa- 
tional foundation for professional nursing. 

e Inclusion of nursing service as an integral part 
of any prepaid medical-care plan whether the plan 
is under governmental or voluntary auspices. 

e Establishment of an ANA committee of  pro- 
fessional practice to protect the public from unqual- 
ified nurse practitioners. 

e¢ A million-dollar fund-raising campaign to be 
conducted through the ANA Foundation for essential 
research on: nursing procedures, the effects on nurs- 
ing of changing patterns of patient care, the effects 
of administrative organization on patient care, and 
nursing needs of patients and nursing in different 
categories of illness. 

e Continued study on interorganization function- 
ing on the advisability of a single [nurses’| organiza- 
ion as the best way to serve nurses and nursing. 
Granted, accepting the reflections of one conven- 
ion as the true image of a 64-year old association 
is tantamount to accepting the image of the universe 
as reflected in a microcosmic mirror. However, re- 
searchers, sociologists, anthropologists, statisticians, 
et al, continually accept and project the image of a 
representative community to help them speculate on 
the larger geographic area. Therefore, faulty as the 
technic may be, the results. for those who are inter- 
ested, can be revealing. 

How positive a correlation there is between ANA’s 
self-image as it emerged at the convention and its 
public image as viewed by its different publics is a 
theme for another article. 
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Modern medical and surgical practice uses many 
devices and materials which would be impaired by 
exposure to saturated steam or to hot air at steri- 
lizing temperatures. Optical, electronic, and me- 
chanical devices such as cystoscopes, radiation 
counters, and oscillating saws fall into this category. 
Many plastics and certain forms of rubber present 
similar problems. Because these devices and ma- 
terialy May come in contact with open wounds, 
disinfection or sanitization cannot be substituted 
lor a true sterilizing process. 

Most substances used for “cold sterilization” are 
not sporicidal and are therefore not true sterilizers. 
As Spaulding! has pointed out, there is a significant 
difference between the resistance of certain spores 
and that of the vegetative bacteria which produce 
these spores. Selection of resistant spores for steril- 
ity testing should be limited to suspensions contain- 
ing spores which survive exposure to constant- 
boiling hydrochloric acid for 30 minutes or more. 
Spore counts should be made only after pasteuriza- 
tion of the suspension to kill all vegetative forms. 
Spore suspensions should be allowed to dry on 
carriers. 

Not only a susceptible test organism but also an 
inadequate sterility test medium can lead to a false 
conclusion that a sterilizing process has been effec- 
tive. By adding horse serum to the sterility test 
medium Klarmann? has shown that an apparent 
sporicidal effect after eight hours’ exposure to a for- 
maldehyde germicide was merely sporistatic. We 
have evidence’ that fluid thioglycollate medium 
* Reprinted with permission from the Journal of the American Med 
weal Association, April 16, 1960. 

*“*From the bacteriology laboratory, Massachusetts Eye and Ear In 
frmary, the department of opthalmology, Harvard Medical School, 


and the department of pharmaceutical research and development, 
Massachusetts General Hospital, Boston. 


Sterilization of Instruments and 
Materials with Beta-Propiolactone 


By Henry F. Allen, M.D., and John T. Murphy, Pharm. D.*” 


may fail to demonstrate germination of chemically 
insulted but still viable spores. 

Most germicides have merely a disinfectant or 
antiseptic effect. No germicide having a rapidly 
lethal effect on resistant spores has found wide 
use up to the present time. More serious than mere 
lack of sporicidal effect have been instances of 
Pseudomonas contamination of Quaternary am- 
monium compounds used as cationic germicides.4 
In ophthalmic surgery, such instances have had 
disastrous consequences. In all branches of surgery, 
the possibility of transmitting infection by means 
intended to prevent it must be excluded. 

The ideal gaseous sterilizer, according to Lloyd 
and Thompson,® would be as follows: (1) non- 
corrosive; (2) harmless to materials; (3) penetrative: 
(4) easily removed by aeration; (5) rapid in action; 
(6) low in toxicity to human beings and animals; 
7) nonflammable and nonexplosive; (8) convenient 
to store; (9) readily available commercially; (10) 
inexpensive; and (11) bactericidal, sporicidal, viru- 
cidal, and fungicidal at ordinary atmospheric 
conditions. We shall examine the extent to which 
some of these properties are held by the common 
gaseous sterilizers. 

Formaldehyde and, more recently, ethylene oxide 
have been used as gaseous disinfectants or steri- 
lizers at atmospheric temperatures. Still more 
recently, beta-propiolactone (BPL) has been shown 
to have marked sporicidal, virucidal, and fungicidal 
activity when it is used in aqueous solution for 
sterilization of tissues® and in the vapor phase for 
sterilization of enclosed spaces.’ 


In spite of its marked activity against all types 


(Continued on next page) 
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STERILIZATION WITH BPL continued 


of micro-organisms, beta-propiolactone has attract- 
ed little attention among surgeons and even among 
those concerned with sterilizing processes in general. 
The omission of any reference to it in recent text- 
books of sterilization’ proves this point. 


The properties of formaldehyde and ethylene 
oxide are described in these texts. Formaldehyde 
acts slowly, has an unpleasant odor, and tends to 
polymerize on surlaces, from which it is difficult 
to remove by airing. Ethylene oxide is flammable 
and explosive in air but is harmless to materials 
and has high penetrating power. Mixed with a 
suitable inert gas it can be dispensed from an 
aerosol bomb without danger of explosion. Its 
adaptation to ophthalmic sterilization has been 
described by Skeehan and co-workers.’ 


To obtain consistent sterilization with ethylene 
oxide in the hands of ordinary hospital personnel, 
automatic control of humidity, temperature, gas 
concentration, and time is required. This entails 
the purchase of equipment costing about $5,000. 
Sterilization with ethylene oxide requires several 
hours under any circumstances. 


Although beta-propiolactone is toxic to tissues 
and penetrates poorly, it is about 25 times more 
active as a vapor-phase disinfectant than formalde- 
hyde and about 4,000 times more active than 
ethylene oxide when each substance is used under 
conditions of maximum effectiveness.? Its greater 
activity permits the use of small quantities of beta- 
propiolactone for rapid vapor-phase sterilization. 
Like ethylene oxide, it is easily removed by airing. 
Unlike ethylene oxide, it is nonflammable in the 
vapor state and nonexplosive. 

Beta-propiolactone requires a relative humidity 
of 75%, or higher for rapid kill and is relatively 
ineffective at lower humidities. The properties led 
us to explore means of adapting this compound to 
surgical use for rapid sterilization of delicate in- 
struments and materials in situations in which a 
surface effect, rather than deep penetration, would 
suffice. 


Beta-propiolactone is a colorless liquid with the 
formula shown below. The physical properties of 


CH. 2 


Formula of beta-propiolactone. 


beta-propiolactone are as follows!®: boiling point 
(760 mm. Hg) 163°C.; melting point —33.4°C.; 
density 20/4 C. 1.149; vapor pressure (25°C.) 3-1 
mm. Hg; water solubility 37°, (by volume). 


In aqueous solution, it hydrolyzes to form beta- 
hydroxypropionic acid. ‘The products of its hy- 0 
drolysis, which proceed to completion in minutes 
at an alkaline reaction, are relatively nontoxic and 
have no microbicidal activity. 


The shelf life of purified (99°.) or commercial 
grade (96°) beta-propiolactone is over three years 
at 4°C.7) At higher temperatures polymerization 
proceeds at a rate proportional to the temperature. 


Like other potent alkylating agents, beta-propio- 
lactone is toxic to the skin, eyes, and mucous mem- 
branes of most species. A single drop of the pure 
liquid produces irreversible damage to the eye of 
the rabbit.!!. A 1°, solution of beta-propiolactone 
was deleterious to corneal grafts.!? Beta-propio- 
lactone produces no immediate or delayed effect on 
the skin, provided it is washed off without delay. 


To the time of writing we have not encountered 
any case of sensitization. We can report from per- 
sonal experience that inhalation of the vapor pro- 
duces headache, sweating, tachycardia, “bounding” 
pulse, epigastric distress, and malaise. However, 
in view of the minute quantities required for steri- 
lization, beta-propiolactone should present no 
hazard when carefully handled. If it is accidentally 
spilled on a surface, flooding this with water or 
saline solution will initiate hydrolysis and retard 0 
vaporization. The acceptance of arterial and bone 
grafts® which have been sterilized with aqueous 
beta-propiolactone is evidence that no_ residual 
toxic effect persists after hydrolysis has taken place. 


With these properties in mind we undertook to 
develop simple sterilizing procedures which would 
use existing equipment and would not involve the 
purchase of elaborate and costly devices. As a 
result of our experience with beta-propiolactone we 
believe that it can be safely used for sterilization 
either in the operating room or in the office by any 
physician or nurse having the incentive to become 
familiar with the technic and the simple precau- 
tions involved in its use. 


MATERIALS AND METHODS 


Test Organisms. Strains used in prior studies 
of gaseous sterilization were selected to represent 
the most resistant species likely to be encountered 
on surgical instruments. These strains were grown 
in cooked meat medium (ground beef-heart iniu- 
sion) freshly prepared according to the method ol 
Holman! and containing manganous sullate, 
5 X 10-5 M. After three days’ incubation of cultures 
at 37°C., smears were stained with malachite green fe) 
(5%, aqueous solution) and examined for spore 
formation. Vegetative forms were killed by pasteuri- 
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zation at 75°C. for 60 minutes in a constant tem- 
perature water bath. 

\fter homogenization in a sterile Waring blendor, 
serial tenfold dilutions of the uncentrifuged cul- 
tures of organisms yielded the tollowing counts: 
Bacillus subtilis (globigi) strain 9372) (American 
type culture collection), 1.1.x 107 viable units per 
milliter; Bacillus subtilis (niger) strain 593° (kort 
Detrick, Md.), 2.8 x 108 viable units per milliliter; 


Microscope and opthalmoscope which have been 
sterilized with beta-propiolactone under inverted 
plastic wastebaskets. 


and Clostridium sporogenes (obtained from the 
Wilmot Castle Co.), 2 x 107 viable units per milli- 
liter. 

Dried spores from these suspensions resisted con- 
stant-boiling hydrochloric acid for 30 minutes but 
not for 60 minutes. Vegetative bacteria were repre- 
sented by Staphylococcus aureus ATCC 6538 and 
by a stock strain of pseudomonas. 


Carriers. In most experiments standard suture 
loops, or paper strips, carrying about 5 x 10° dried 
spores per carrier, were used as test objects. In 
other tests, plastic or metal carriers or instruments 
were immersed in or swabbed at selected spots with 
the stock suspension and allowed to dry. Viable 
vegetative organisms were streaked on blood agar 
in Petri dishes to be exposed to beta-propiolactone 
Vapor, 

Sterility Test Mediums. For demonstration of 
Viability after exposure to beta-propiolactone, re- 
constituted fluid thioglycollate medium and freshly 
prepare cooked meat medium were used. In a 
sufficient number of experiments, carriers showing 
no growth were subcultured to cooked meat me- 
dium containing 5°¢ horse serum. 


\ll cultures were incubated at 37°C., and those 


JULY, 1960 


showing no growth were kept for 10 days at this 
temperature. The usual viability controls were in- 
cluded with each experiment and never failed to 
show growth. ‘Test objects were handled aseptically 
with flamed hooks or forceps. 

Assays were made of liquid beta-propiolactone, 
but no assays ol vapor concentrations were done, 
other than determination of weight lost from liquid 
aliquots by vaporization. 


PROCEDURE 


Objects were exposed to beta-propiolactone 
either by immersion in an aqueous solution or by 
exposure to the gaseous phase of the compound, 
In the former case, sterilization occurs within a few 
minutes and instruments are ready for use alter 
rinsing. In the latter case, sterilization can begin 
only alter vaporization of sufficient concentration 
of beta-propiolactone and of water. 

Application of the gas laws reveals that the 
equilibrium concentration of beta-propiolactone in 
the vapor phase at 25°C. and 760 mm. Hg is 13.2 
mg. per liter, a concentration about eight times 
that found sufhcient by Hoffman and Warshowsky? 
to kill 90 percent of spores in two minutes at RH 
75-85°, and 25-29°C. In order to provide a margin 
of safety and to speed sterilization, enough liquid 
beta-propiolactone was used to produce a saturated 
vapor in the sterilizing chamber. 

The following three methods of promoting va- 
porization of beta-propiolactone were used in these 
experiments: (a) heating the liquid in an air 
stream; (b) atomization; and (c) reducing atmos- 
pheric pressure by drawing a vacuum. Of these 
three methods, the first and second can be used in 
a closed container which need not be hermetically 
sealed. The third requires an air-tight container. 

A sturdy metal box, capacity 12 liters, was used 
lor the experiments in which the liquid was heated 
in a stainless steel dish over a small resistance coil 
(50-watt). The coil was connected in a series with 
a small motor-driven fan and the surface of the 
dish was in the air stream from the fan. Only 0.16 
cc. of beta-propiolactone was needed to produce an 
equilibrium concentration in this container. The 
temperature in the box reached 27°C, 

The second method used to promote vaporization 
of beta-propiolactone was atomization. Any jet 
atomizer that produces a sufficiently fine spray 
would be suitable for this purpose. We found the 
DeVilbiss 33 pocket atomizer equipped with a 
DeVilbiss 40 bulb well suited to the small quanti- 
ties involved. It must be used in the upright posi- 
tion and must therefore be inserted into a hole in 
the bottom of the chamber. This and similar atom- 
izers can be used to spray beta-propiolactone and 
water into polyethylene envelopes and stiff con- 
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STERILIZATION WITH BPL continued 


Illustrating manner of handling beta-propiolactone 
container by tag attached to bottle neck. 


tainers closed with polyethylene film. Hermetic 
sealing is not required; however, there should be 
no circulation of air into the chamber nor appre- 
ciable diffusion of beta-propiolactone vapor to the 
outside during the sterilizing period. 


For the third method of promoting vaporization 
of liquid beta-propiolactone, we used an ordinary 
vacuum desiccator, capacity 6.4 liters. This was 
fitted with a rubber stopper and connected with 
vacuum tubing to a water aspirator or a small vac- 
uum pump. The time required to draw 29 inches 
of vacuum was less than five minutes. The amount 
of liquid beta-propiolactone passing into the vapor 
phase under these conditions was measured by 
weighing before and at the end of 30 minutes and 
was found to be 15 mg. per liter; that is, of the 
same order as the theoretical concentration. 


Several successful experiments were conducted 
in inverted containers of 1 to 15 liters capacity in 
which liquid beta-propiolactone was simply dropped 
on a pledget of absorbent cotton or a paper towel. 
A few drops of water were dropped on another 
part of the paper towel to provide the humidity 
necessary for the sterilizing action of beta-propio- 
lactone vapor. Because the latter is heavier than 
air, it should be allowed to diffuse downward 
around the object to be sterilized. 


RESULTS 


With volumes of beta-propiolactone and water 
in excess of those required to produce equilibrium 
concentrations of vapor in the containers used, test 
objects and instruments up to the size of ophthalmic 
biomicroscope, all heavily contaminated with re- 
sistant dry spores or vegetative bacteria, were steri- 
lized at 25 + 2°C. within one hour by each of the 
four methods described above. More than 20 sepa- 
rate experiments were performed, each involving a 
number of test objects or instruments. The times 
required to kill different species are shown in the 
table. 

As is often the case in gaseous. sterilization, 
occasional failures or “skips” occurred in the midst 
of a series of successful tests. These failures com- 
posed less than two percent of all tests, and no 
satisfactory explanation for them is offered. 


During the past 14 months, beta-propiolactone 
vapor has been used by staff nurses for sterilization 
of ophthalmoscopes, electric cords, and lenses used 
in ophthalmic surgery at the Massachusetts Eye 
and Ear Infirmary. No complications have arisen 
from its use, and no instance of postoperative in- 
fection has occurred after an operation in which 
beta-propiolactone was used. 


PRACTICAL CONSIDERATIONS 


The resistant nature and large numbers of bac- 
terial spores destroyed in these tests guarantee the 
margin of safety necessary for a sterilizing process 
to be used clinically. The essential reagents in 
the process are the vapors of water and beta-propio- 
lactone. The effectiveness of the process is predi- 
cated on the diffusion or circulation of these vapors 
throughout the sterilizing chamber in equilibrium 
concentrations for one hour. Since only surfaces 

Sterilization Times at 25 + 2°C, in Equilibrium 

Concentrations of BPL and Water Vapor 


Organism Form Minutes 
Bacillus subtilis (var. niger) Dry spores 60 
B. subtilis (globigii) Dry spores 30 
Clostridium sporogenes Dry spores 60 
Staphylococcus aureus Vegetative 10) 


Pseudomonas aeruginosa Vegetative 9 
exposed to these vapors will be sterilized, contact 
between adjacent surfaces in the chamber should 
be avoided, and objects or materials must be un- 
wrapped. 

Beta-propiolactone must be stored and handled 
with due consideration for its toxic properties. Fol 
prolonged storage of stock quantities, polyethylene 
containers kept at 4°C. are recommended. For 
daily use, we have found a 30-cc. bottle with a 
ground-glass fitted dropper-stopper suitable tor 
dispensing into an atomizer or on a disk of filter 
paper (Whatman no. 1) the few drops needed ‘or 
a single sterilization. 
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This bottle should be clearly tagged, labeled, 
dated, enclosed in another glass container, and 
stored apart from all medicaments for external or 
internal use. Beta-propiolactone may be kept at 
20 to 25°C. for one month but should be replaced 
from the refrigerated stock bottle at least once a 
month. 


Incorporation of beta-propiolactone into an 
acrosol bomb, if this could be done without de- 
eradation of the active ingredient, might be dan- 
gerous if the spray were accidentally released in 
the direction of some person. We believe that 
hand-operated devices provide better control for 
dispersing the small quantities needed. 


Removal of beta-propiolactone at the end of the 
sterilizing cycle presents no problem when small 
chambers are used. Much of the beta-propiolactone 
is hydrolyzed in the presence of water vapor, and 
the rest is dissipated almost instantly. 


There is practically no limit to the size of ob- 
jects or spaces which can be sterilized with beta- 
propiolactone. Anything which can be enclosed 
in polyethylene film can be sterilized. Metal or 
plastic wastebaskets can be used as containers for 
microscopes and closed with polyethylene film. 
The interior and contents of any room, chamber, 
or building which can be made reasonably airtight 
can be sterilized with beta-propiolactone.? 


The advantages of the use of beta-propiolactone 
lor emergency sterilization in the absence of heat 
and power are obvious. Hospitals should have at 
least one person who is familiar with the simple 
technics described. 


This study was supported by the Bacteriology Research Fund of 
the Massachusetts Eve and Ear Infirmary. 

Mrs. Marvy Pedulla gave technical assistance and Dr. David Feigen 
baum made the figures., 

The beta-propiolactone used in these experiments was provided by 
Surgical Products Division, American Cyanamid Co. 
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Emergency Surgery 


Injured Patient 
Teamwork Vital in Care of Seriously 


The National Safety Council reports that a motor 
vehicle injury occurs every 25 seconds. There were 
1,400,000 disabling auto injuries in 1959. This stag. 
gering number of accidents is enough to alert every 
hospital and its staff to its responsibility in provid- 
ing proper care to the accidentally injured. All hos- 
pitals, large and small, urban and rural, must be 
able to assume this responsibility should the need 
arise. 

Most of the severe injuries admitted to the 
emergency room fall into one of the following gen 
eral categories: injuries to the internal viscera, 
neurological, orthopedic, and chest injuries. The 
nurse must look tor and be able to recognize the 
signs of shock, hemorrhage, and obstructed airway 
in any of these categories. 

The nursing problems involved in the care of 
the patient who requires emergency surgery for a 
traumatic injury are a challenge to the alertness, 
preparedness, and acumen of every nurse. The im 
portance of being prepared for an emergency can- 
not be overemphasized. Supplies and equipment 
must be immediately available at the point of use 
—and in good working order. At no other time 
is the concept of teamwork more important than 
during the preparation for emergency surgery.— 
Naomi Nisenson, R.N., O.R.S., Montefiore Hos- 
pital, New York City, and Mary I’. Schwendeman, 
R.N., nurse consultant, Surgical Products Division, 
American Cyanamid Co., Danbury, Conn. 
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Teamwork Among Hospital Personnel 
Required to Control Hemorrhage © 
When abnormal bleeding develops in the operat- 
ing room, it frequently requires the concerted 
efforts of the anesthesiologist, the surgeon, the 
coagulation laboratory, and the blood bank to con- 
trol it. 

When a tissue is incised, certain physiological 
events occur to keep bleeding at a minimum. If 
this series of reactions is disturbed because of a 
deficiency of one or more of the clotting factors or 
inhibition of any of them at any stage, the re- 
quired clot cannot form and the result will be 
abnormal bleeding. Activity of any one coagula- 
tion factor must usually be reduced to 20 percent 
of normal before interference with clotting occurs. 
However, if the patient becomes deficient in several 
factors, impairment of this process may occur even 
if no factor reaches a level of activity as low as 20 
percent. 

Ordinarily three important things should be 
established preoperatively: whether any diseases 
known to be associated with coagulation defects are 
present; whether the patient is taking or has re- 
cently taken drugs having a deleterious effect on 
coagulation; whether there is a family history of 
hemophilia or related diseases. 

If the patient enters the operating room free of 
these problems receives Pentothal, nitrous 
oxide, Fluothane, Anectine, or curare alone, or in 
combination, there will be little or no effect on 
coagulation, but his bleeding time will rise slightly 
and his capillary resistance will fall. If hypothermia 
is superimposed, his bleeding time will rise to 
pathological levels — 15 minutes or more — although 
his platelet count will remain unchanged.  Sur- 
geons usually report heavier bleeding at the opera- 
tive site in these cases, but hemorrhage is unlikely. 

Among the factors to be considered in searching 
for the cause of abnormal bleeding in addition to 
the anesthetic agents themselves are the effect of 
surgery and the anatomic site. Studies have shown 
that intra-abdominal surgical procedures usually 
have no effect on coagulation except for the occa- 
sional appearance of mild fibrinolytic activity which 
usually ceases upon wound closure. 

However, in certain areas such as the thorax, 
pancreas, and uterus, proteolytic substances may 
be released into the general circulation and ex- 
cessive fibrinolysis may result. The most insidious 
aspect of this is that the fibrin clot may be dissolved 
upon formation, leading to uncontrollable hemor- 
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rhage, or may be dissolved shortly after surgery. 


When fibrinolytic activity is intense, treatment 
should be directed toward reducing it as well as 
toward replacing the destroyed coagulation factors. 
The thrombin test is a rapid means of detecting 
whether fibrinogen has decreased to pathologic 
levels. In our laboratories, fibrinogen replacement 
is indicated when the thrombin time reaches 20 
seconds. We replace fibrinogen at the rate of one 
to two grams every 30 minutes to a total of four to 
six grams. In correcting a fibrinogen deficiency, it 
must be remembered that administering as much 
as 14 or 16 grams of fibrinogen can result in massive 
thrombosis. 

Another area important to the coagulation system 
is the brain. The brain is rich in thromboplastin 
which, if released into the general circulation, may 
produce massive intravascular clotting leading to 
defibrinogenation, depletion of other coagulation 
factors, and a hemorrhagic episode. 


The pump oxygenator is associated with a de- 
crease in the platelet count to 50 percent of its 
preoperative level. Therefore when a_ patient's 
platelet count is in the low normal or slightly 
below normal range, there is likelihood of its tall- 
ing into the bleeding range at the end of the 
procedure. In these cases, we administer a fresh 
platelet transfusion in the immediate postoperative 
period — six units to an adult — to avoid the dan- 
ger of thrombocytopenia. 


In massive transfusion, the age of the stored 
blood and the percent of patient blood volume are 
two important variables to be considered. Many 
coagulation factors become progressively reduced 
during storage, while others exhibit considerable 
stability. When the blood transfusion volume ap- 
proximates the patient’s blood volume, the recipi- 
ent’s coagulation factor activity becomes that o! 
those in the transfused blood. 

The effect of transfused blood is predictable i! 
the age of the blood, level of coagulation factors in 
donor and recipient blood, and percent of patient's 
blood volume replaced are known. Predictions 
based on these factors will err on the side of ove! 
estimating the deleterious effect of transfusion with 
deficient blood, since there is no way of calculating 
the one important variable — the patient’s ability 
to replace coagulation factor as hemorrhage occurs. 

Four tests should be performed prior to surgery 
in which abnormal bleeding is anticipated: clotting 
time, bleeding time, platelet count, and prothrom 
bin time. After baseline values have been obtainc«! 
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Studies Shock, Hemorrhage 


for these, if any of the above developments occur, 
it is possible to repeat the test, see where the specific 
defect is, and correct it. 

In the event of unexpected bleeding during sur- 
gery, there are coagulations tests which can be done 
in the operating room to assess the clotting mech- 
anism’s role. A sample of venous blood should be 
taken from the arm in which blood is not being 
taken or given. One portion of this should be used 
to determine clotting time, one portion should be 
added to an anticoagulant, and one portion should 
be added to thrombin. If thrombin clots the blood 
rapidly, fibrinogen is present; if clotting does not 
occur, fibrinogen is absent or heparin is present. 

Fresh whole blood is the treatment ol choice 
until the diagnosis can be specifically determined. 
If multiple transfusions are likely, arrangements 
should be made for at least one out of every three 
units to be fresh.—Joseph J. McGovern, Jr., M.D., 
research associate, department of anesthesia, Massa- 
chusetts General Hospital, Boston. 


Prompt Recognition and Treatment 
Needed in Pediatric Shock Cases 


0 Pediatric surgery has advanced so that it is not un- 


common to submit a frail newborn or infant to 
three or four hours of major surgery. But this ad- 
vancement makes it more important to understand, 
recognize and treat shock in pediatric cases. 

Predisposing conditions which make some chil- 
dren more susceptible to shock than others are: 
poor vasomotor control in the premature child; de- 
hydration or acute illness in the febrile patient with 
peritonitis and acute appendicitis, hypovolemia in 
the patient with a growing tumor; unexpected ap- 
pearance of adrenal dysfunction and malignancy, 
especially in the child with an abdominal tumor. 

Myocardial failure, hepatic disease, and hypoxic 
states are seen frequently in the child with con- 
genital heart disease. Tonsillectomy and adenoid- 
ectomy bleeding is also a source of trouble. Patients 
suffering this are susceptible to shock and should be 
watched closely. In fact, any child undergoing sur- 
gery which requires much dissection, resulting in 
heavy bleeding, may develop shock. 

Although the patient may not have a single, 
marked hemorrhage, he may gradually lose his 
entire blood volume and go into shock. Surgery on 
tumors of the upper abdomen, such as neuroblasto- 
ma and Wilms, have caused shock and subsequent 


0 death in many patients, and no sensible conclusion 


has been reached by the surgical team on how to 
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prevent it. Severe burns, whether in the new, recent, 
or grating stage, can produce bleeding and other 
shock manifestations. 


High-risk patients should be given careful sur- 
gical preparation, and surgery should be performed 
only if they are in an optimum condition. A presur- 
gical blood-volume study should be made for all 
children, especially those with growing tumors. 
This wili prove useful if the patient is to receive 
numerous transfusions. If the child is going to be 
in a sitting position and peripheral dilatation on 
shock is a possibility, his extremities can be 
wrapped in bandages. 


The operating room should be warmed before 
submitting a child to surgery. Most operating rooms 
are kept at 68°F. If a child is exposed in this tem- 
perature, his temperature can drop to 88 or 84°F. 
within one and a half hours. Lowering a child's 
temperature to such a point may hinder his shock 
tolerance. 


The choice of anesthetic is difficult in a patient 
who may become hypovolemic, For a long time 
cyclopropane was believed to be the only agent to 
give in such a case. Now we believe ether is preter- 
able because it enables easier recognition of blood 
loss. In the patient receiving cyclopropane, the ves- 
sels constrict as he loses blood, but he retains his 
blood pressure until he is bled out. Then his blood 
pressure drops suddenly. 


Blood pressure can and should be taken for each 
child about to undergo surgery and the obtained 
reading maintained throughout the operation. 
Pulse rate is not a reliable indication of shock. A 
child who has received atropine and ether can 
become exsanguinated before his pulse rate in- 
creases. Pulse pressure is of greater value because 2 
decreasing pressure is indicative of decreasing cardi- 
ac output. 


Pulse volume, as it is felt in the peripheral 
pulsating vessel, is one of the most important indi- 
cators of circulating blood volume. ‘The presurgical 
volume should be maintained throughout surgery. 
Heart sounds disappear at a late stage of shock and 
should be used only as a last resort. 


Respiratory effects provide an occasional sign of 
shock. If the child is lightly anesthetized and begins 
a tracheal tug or jerking respiration, his blood vol- 


ume is becoming ineffective. If the child is warm, 


peripheral color is a fairly reliable indication. Also, 
if the patient becomes suddenly cold or relaxed or 
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ANESTHESIA RESEARCH continued 
develops dilated pupils, shock can be suspected. 
If shock should develop, the anesthetic must be 
immediately suspended and blood replacement 
carried out rapidly. Blood should be pumped at an 
accurate rate because too much blood can flood a 
small patient within 30 seconds. One cc. of calcium 
should be given for every 100 cc. of blood replaced 
in a small baby. This should be scaled down in 
cases where blood is not being rapidly replaced. — 
Robert M. Smith, M.D., director of anesthesia, Chil- 
dren's Hospital, Boston. 


Stresses Need for Postmortem Studies, 
Avoidance of Unfounded Suppositions 


For medico-legal purposes, no deaths should be at- 
tributed to anesthesia without toxicologic confir- 
mation, interpreted in conjunction with autopsy 
and clinical data, that an excessive amount ol anes- 
thetic has actually been given. If deaths are reported 
to a medico-legal agency, that agency should be pre- 
pared to perform adequate postmortem studies. 
Allowing individual hospitals to perform autopsies 
if consent is procured or to sign out cases without 
postmortem studies leads to too much supposition. 

Sometimes startling results are obtained when 
clinical data and autopsy data are compared. Many 
times clinical data attributes death to the anesthetic 
while postmortem studies reveal physiological and 
surgical factors to be the cause. In certain cases, 
gross autopsy may differentiate the mechanics of 
death by demonstrating the underlying conditions 
precipitating hypertension, pulmonary edema, and 
death. 

There are, however, cases in which gross autopsy 
findings are entirely negative. Autopsy studies on 
a three-and-a-half-year-old white male who died 
during surgery revealed no significant findings. 
Cause of death was attributed to the anesthetic. 

We have attempted to develop basic studies in- 
cluding distribution of anesthetics to establish and 
confirm lethal levels of the various agents. 


With adequate ventilation, large amounts of 
thiopental may be given, but unless respirations are 
assisted, mobilization can result in continuous res- 
piratory depression ending in death. Under some 
conditions, however, even small amounts may be 
lethal for some patients. 


Interpretation of thiopental effects must be made 
with considerable caution. Levels per se are 
meaningless and cannot be interpreted independent- 
ly of pathologic findings and clinical data. They 
may represent the level retained in the patient in 
whom physiological death has occurred from other 
causes, or they may represent the levels achieved 
when the amount given has produced a lethal res- 
piratory depression. 

From January 1, 1957, to June 30, 1959, 645 
deaths associated wih anesthesia were reported to 


the Philadelphia medical examiner's office. Cases 
of severe trauma and cases in which coma existed 
and a noncontributory craniotomy was performed 
were excluded. Cardiovascular surgery was the pre- 
dominant type of surgical case; thiopental, ether, 
cyclopropane, halothane, propanes, and related com- 
pounds were the anesthetics involved. Cases were 
evaluated and placed in 11 categories in which 
major and minor causes of death were given. 


Anesthesia was the sole cause of death in six 
cases and a major cause in 22 cases. Excessive anes- 
thesia and inadequate ventilation accounted for 21 
of these deaths; the remaining seven were attributed 
to sensitivity reactions. 

In 30 instances, both surgery and anesthesia were 
major factors. Hemorrhage was the major surgical 
cause of death. Other surgical factors were hypoxia, 
inadvertent surgical results, and fortuitous compli- 
cations. 

Our findings in deaths in which anesthesia is a 
factor suggest that there is not a greater sensitivity 
for any age group, but that the death rate is pro- 
portional to the individual skill of the anesthesiolo- 
gist and parallels the extent of surgery. 

No presumptions are justified in this work. Con- 
clusions should be reached only after thorough 
postmortem studies and evalution by an interested 
and physically-oriented committee. Development ot! 
postmortem studies will protect the anesthesiologist 
from unjustified supposition and litigation, pro- 
mote public interest, and insure medical progress.— 
Joseph E. Campbell, A.B., M.D., M.Sc., chief foren- 
sic pathologist, Office of the Cook County Coroner, 
Chicago. 


Failures of Anesthesia Procedure 
Attributed to Technical Problems 


Too often there is a tendency to explain failures of 
continuous lumbar peridural anesthesia on some 
pseudoscientific basis when, in actuality, failures are 
usually due to technical problems. 

Each variable involved in this technic may be a 
basis for a particular failure. The local anesthetic 
solution selected must have a reasonably rapid onset 
of action and sufficient penetrating power. An ade- 
quate strength of solution must be used, and a suthi- 
cient volume of local anesthetic agent must be ad- 
ministered initially and intermittently. 


Anatomic variations can also be responsible for 
failures. Deformities or deviations from normal are 
more common in various vertebral column coim- 
ponents than generally considered. The most im- 
portant of these is probably the various ligamentous 
remnants within the peridural space which interfere 
with the spread of solution. 


Since the local anesthetic solution acts in the 
mixed spinal nerve distal to the dural cup in the 
perivertebral space, the size of intervertebral fora- 
mina is important in spread of the anesthetic. \ 
complete obstruction of one foramen will cause 1n 
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unanesthetized band corresponding to the distribu- 
tion of the respective intercostal nerve. This may 
produce an apparent failure from an otherwise ex- 
cellent continuous peridural anesthetic. Similarly, 
if only small amounts pass through the foramina, 
only partial anesthesia of short duration will result. 


Phe lumbosacral angle, important in caudal an- 
esthesia, may also be significant in lumbar peridural 
anesthesia. The greater this angle, the larger the 
volume of injected solution must be. If an inade- 
quate amount is used, it may run out of the anterior 
foramina almost as quickly as it is injected, and in- 
complete or no anesthetization will result. 

Incomplete or no anesthetization is frequently 
reported to follow toxic reactions. This is probably 
due to drug absorption by the blood stream so that 
insufhcient amounts and/or concentrations reach 
the perivertebral spaces. This commonly follows 
blood vessel damage. 

Among the other reasons for failure are: the 
catheter may be plugged or kinked; the needle may 
be blocked; or the catheter may be severed when the 
needle is removed. Also, the puncture site selected 
may be incorrect, or the catheter may not be ad- 
vanced the right distance. 

The adoption of standardized technics based on 
sound physiologic principles and the reduction of 
variables to a minimum are the most important 
factors in reducing failures. Strict adherence to 
minute details of technic is imperative. —Peter C. 
Lund, M.D., Johnstown, Pa. 


Reviews Continuous Anesthesia Technic 
Used on Surgical and O.B. Patients 


Continuous lumbar peridural anesthesia is a re- 
liable type of conduction anesthesia which provides 
profound relaxation, produces few neurological 
complications when properly administered, and can 
be continued into the postoperative period when 
chemical sympathectomy is desired. 

Occasionally this method fails, however, and to 
find out why, we reviewed the records of 1,780 sur- 
gical and obstetrical patients in whom we applied 
this technic using two percent lidocaine with 1:2,000 
norepinephrine administered through vinyl plastic 
catheters. Where this method failed, the catheter 
was left in place, but anesthesia was supplied by 
other methods. 

There were 36 cases of initial failure of anes- 
thesia, giving an overall failure rate of two percent. 
Fourteen of these patients were treated by partial 
withdrawal of the catheter with subsequent develop- 
ment of successful anesthesia. In the untreated 
group, there were 22 failures giving an actual fail- 
ure rate of 1.2 percent. The most common cause of 
lailure — judged by x-rays taken in 17 of these 22 
patients — appeared to be improper positioning of 
the catheter. 


lhere are three possible reasons for this failure: 
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1) If the needle is not correctly placed in the 
peridural space, the catheter cannot be inserted into 
the space and the drug will not enter it. 

2) With a correctly-placed needle, the catheter 
will enter the space, but may be withdrawn from 
it during the needle withdrawal and the drug will 
not enter the proper plane. If there is extreme re- 
sistance to the drug, this phenomenon can be sus- 
pected and the entire block should be repeated. 

3) The catheter may enter the space properly 
but may exit via nearby intervertebral foramen 
as it advances. In this case, the solution will be 
deposited in paravertebral tissues. 

Because of the advantage of continuous technic 
and the ease of passing the fine vinyl plastic catheter 
into the peridural space, we have routinely used a 
catheter in all but the most predictably short cases. 
It is unwise to insert the catheter further than 4 cm. 
into the peridural space, because it may pass a short 
distance in one direction, be deflected by nerves and 
blood vessels in its path, and curve and double back 
in the reverse direction. —Frederick W. Hehve, 
M.D., associate director, department of anesthesia, 
Grace-New Haven Community Hospital, New 
Haven, Conn. 


Quick Recognition of Heart Failure 

In O.R. Essential for Survival 

Patient survival of heart failure in the operating 
room is dependent upon prompt recognition and 
institution of proper therapy. Stress position, pre- 
existing diseases, and the depressing effect of anes- 
thesia and surgery may precipitate heart failure in 
a borderline case. 

Heart failure occurs when the heart’s pumping 
action has been impaired and the demands upon it 
exceed its capacity. In a patient not previously rec- 
ognized to have heart disease, this condition is gen- 
erally due to three factors: obstruction to arterial 
or venous blood flow, a cardiac rate which interferes 
with the heart’s pumping action, or a failure of the 
myocardium to release sufficient energy to keep up 
with its demands. 

While recognition of failure in the anesthetized 
patient is often made difficult, it should not be. 
The manifestations of failure are usually an in- 
crease in venous pressure, lack of lung compliance, 
and alteration of ventricular output. 


If we assume that five liters is normal blood vol- 
ume, there exists a nine to one ratio of blood in the 
pulmonary and peripheral system. The lung and 
its vascular tree will hold approximately 500 cc. of 
blood, and if we overload or decrease it, difficulties 
arise. 


When failure occurs, there is a decrease in pulse 


‘pressure, followed by bronchorrhea. This is color- 


less or white at first appearance and remains so in 
acute failure from one to 15 minutes. It then be- 
(Continued on next page) 


67 


0/0 
| 


ANESTHESIA RESEARCH continued 

comes pink and frothy and, finally, bloody when 
pulmonary pressure is increased to 40 mm. of mer- 
cury. 

In acute failure, cyanosis iy first noted the 
periphery. It then becomes central and is noted 
in the conjunctiva, lips, and tongue. In early 
failure, heart sounds may be muffled and distant — 
but a gallop rhythm is characteristic of failure, 
and a person developing this <leserves therapy. — 

In the lung field, harsh breath sounds will be 
heard. As failure progresses, fine posterior rales 
appear and, finally, coarse rales are heard through- 
out the entire chest field. This represents a full- 
blown failure. 

The first step in treatment should be to try to 
increase the heart’s pumping action. We use 0.8 
mg. of Cedilanid given intravenously. 

The second step is to control pulmonary edema 
per se. We employ  positive-pressure ventilation 
using an inspiratory pressure of 20-30 mm. of mer- 
cury and maintain a positive pressure during the 
expiratory phase, keeping pressure as high as 10 
mm. of mercury. This retards filling of the right 
atrium and aids the entire heart’s workload. Then 
we place our patient in a Fowler's position if sur- 
gery can be completed in this manner. Next we 
use a defoaming agent such as caprylic alcohol. 
Finally, we do an actual phlebotomy. 

During phlebotomy, blood should be withdrawn 
under aseptic technics and sent to the laboratory, 
where pack cells can be prepared from it. It is 
not uncommon that the patient will develop hypo- 
tension and require pack cell replacement shortly 
alter coming out of failure. — Kenneth K. Keown, 
M.D., professor of anesthesiology, University of 
Missouri School of Medicine, Columbia, Mo. 


Type of Lesion and Age of Patient 
Affects Open-Heart Surgery Results ~- 


A multiplicity of factors interact to cause death 
in patients undergoing open-heart surgery. ‘To 
test our belief that death in these cases is sometimes 
due to inadequate attention to the more prosaic 
factors associated with any thoracic surgery — and 
to determine how these could be better controlled 
— we studied all deaths associated with intracardiac 
surgery in our institution. 

During the last four and a hall years, 110 direct 
vision repairs of cardiac defects have been at- 
tempted. Thirty patients died in the immediate 
postoperative period. ‘Thirty-five operations were 
done during the first two years under hypothermia 
and inflow occlusion. These were confined to repair 
of simple congenital defects and the mortality rate 
was 14 percent. 

During the last two and one-half years, we have 
used extracorporeal circulation exclusively; the 
mortality rate for 75 operations has been 33 per- 
cent. However, during this period, more complex 
repairs have been attempted. 


In congenital heart lesion repairs, good operatiye¢ 
results are obtained in children who, because of 
adequate myocardial reserve, have been able to 
survive the first three years. The mortality rate is 
higher in adults, who exhibit a decreasing myo 
cardial reserve with aging. Similarly, in acquired 
lesion repairs, the younger age group is better able 
to withstand the profound physiologic changes pro- 
duced by surgery and cardiopulmonary bypass. 


Four factors predominate as the cause of post- 
operative death: cardiocirculatory insuficiency; per- 
sistent bleeding and inadequate blood replacement, 
in patients with cardiocirculatory instability who 
lacked the compensatory mechanisms necessary to 
maintain vascular tone; metabolic acidosis, inade- 
quately treated in the postoperative period; and 
respiratory problems. 


Cardiocirculatory deficiencies produced the high- 
est mortality rates in patients with acquired lesions 
and in adults with congenital lesions. Persistent 
bleeding occurred most often in adult patients with 
associated circulatory instability and poor periph- 
eral vascular control. Metabolic acidosis and fatal 
respiratory problems occurred more commonly in 
young patients with congenital lesions. 


It's thought that cardiac circulatory derange- 
ments are more serious in adults because thei 
myocardial mass has outgrown their coronary blood 
supply. Hence, they have a relative coronary in- 
sufficiency, and the insults of electro-cardiac arrest, 
inadequate coronary perfusion, and direct trauma 
to the heart are poorly withstood. 


In children, respiratory complications appear 
to be the most serious problems — due to inade- 
quate respiratory support and inattention to 
tracheal-bronchial toilet. One 10-month old infant 
was permitted to form a mucus plug in his trache- 
ostomy tube and died suddenly. Four other  pa- 
tients had seriously impaired breathing mechanisms 
but received either no support or inadequate sup- 
port of their breathing with intermittent positive- 
pressure ventilation, 


Inadequate attention to the routine postoperative 
difheulties may interact with the special derange- 
ments of these patients to cause death. For exam- 
ple, a patient with myocardial inefficiency may also 
have peripheral vascular instability, altered breath- 
ing mechanics, atelectasis, and acidosis. I the 
myocardium can be induced to contract more cth- 
ciently, he may be able to tolerate these abnormali- 
ties; but the patient with altered respiratory me- 
chanics and possible atelectasis will have to work 
harder to breathe, particularly if he does not have 
the assistance of an adequate tracheo-bronchial 
toilet to help keep his air passages clear. ‘Thus, 
exhaustion, bypoxia, and hypercamia may further 
depress the myociardium and decrease his mvo- 
cardial reserve to a critical point. — Paul R. Hackett, 
M.D., associate professor of anesthesiology, (ni- 
versity of Maryland School of Medicine, Baltimore. 
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Exhibit on tonsillectomy study was shown for the 
first time at clinical congress of American College 
of Surgeons in Atlantic City last fall. Here Vergil 
Slee, M.D. (1.), director, Commission on Profes- 
sional and Hospital Activities, answers questions 
of Harry C. McDade, M.D., Littleton (N. H.) 
Hospital. 


— 


I in 16 Hospitalizations 


A ‘T&A’, Study Shows 


One of every 16 hospitalizations general hos- 
pitals (excluding maternity patients and newborn 
infants) is for a tonsillectomy, according to a study 
completed recently by the Commission on Pro- 
fessional and Hospital Activities, Ann Arbor, Mich. 

This figure is based on a detailed review of 
2,891 of the 9,240 tonsillectomies done during 
the year 1958 in the 21° hospitals cooperating 
in the commission’s medical audit program. The 
hospitals in the study range in size trom 26 to 
536 beds, and are located in 10. states. 

Tonsillectomies account for 64 of every 1,000 
discharges exclusive of maternitices and newborns 
in these 24 hospitals. 

Some findings of the study: 


— The tonsillectomy patient is usually between 
the ages of 5 and 8, spends at least one night 
in the hospital, and is operated on under inhala- 
tion anesthesia. 

— Odds are about even that he will receive a 
hemostatic agent, about 3 to 4 that he will be 
given prophylactic antibacterials, 3 to 4 that his 
primary complaint will be repeated sore throats, 
and I to 32 that he will have a postoperative 
hemorrhage. 

— Forty-eight percent of the tonsillectomies are 
performed by ENT specialists. The proportion 
differs with the size of the hospital. In the 1,984 
Operations in small hospitals, the general prac- 
uioner performed well over 50 percent of the 
operations. 
anesthesia 


Nurse anesthetists administer the 


in 48.5 percent of the cases. 
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—Intubation is more trequently employed by 
ENT specialists than by general surgeons or gen- 
eral practitioners. 

— Complications of a possibly infectious nature 
occur at a rate of 2 per 1,000 patients. Ot these 
cases complicated by infectious processes no differ- 
ence in infection rates could be detected between 
those receiving antibacterials prophylactically and 
those receiving no antibacterials. However, in- 
vestigators point out that the early discharge of 
tonsillectomy patients makes an exact evaluation 
of the use of prophylactic antibacterials impossible. 


— The history of polio immunization is investi- 
gated in only about 15 percent of the cases, and 
is much more frequently carried out by ENT 
specialists than by others. In only three hospitals 
is such investigation given much attention. 


—June is the month with the highest inci- 
dence of tonsillectomies. Lowest incidence is in 
July, August and September. 


Investigators found a low rate of criticism of 
over-all care. ‘The general practitioner and gen- 
eral surgeon were criticized more frequently for 
general management, preoperative care, and pe- 
riod of hospitalization. Criticism of the special- 
ist’s care was more olten based on inadequacy 
of postoperative care and lack of thoroughness 
in surgery. 


In all the cases reviewed, there was only one 
death. The patient was a $l-year-old) man who 
developed cardiac and was given cardiac 
massage. Death—attributed to anoxia—was Classi- 
fied as probably preventable. 


arrest 
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BY CARL W. WALTER, M.D. 
Assisted by Dorothy W. Errera, R.N. 


Q. Do you think the postoperative incision should 
be well covered with gauze and completely sealed 
with adhesive tape or just lightly covered with 
one or two strips of adhesive? 


A. The best dressing is one that provides a_bac- 
terial barrier. A waterproof film that keeps the 
wound covered, dry, and inaccessible to insects is 
the best. 


Q. What germicide do you recommend for soaking 
contaminated instruments? 


A. Chemical disinfection of contaminated instru- 
ments is notoriously unreliable and has no effect 
on the virus of homologous serum jaundice. If an 
instrument washer-sterilizer is not available, use 
boiling water with a non-foaming detergent added 
to leach out soil. 


Q. Who would you say has the final responsibility 
for deciding the extent of precautions to be used. in 
a case of sepsis in the private hospital? 


A. Infections should be categorized by a_profes- 
sional committee and once the physician classifies 
the degree of communicability of his particular 
patient, the precautions outlined are enforced. 


Q. Is the ordinary household vacuum cleaner suit- 
able for use in the operating room to pick up dry 
hitter and dust? 


A. Exhaust air from most domestic cleaners is a 
powerful jet that stirs up dust and dirt from the 
floor. Vacuum cleaners in the operating room 
should be equipped with diffusers to direct this 
stream away from the floor and with filters to catch 
and hold bacteria trapped in dust and dirt. 


Q. If we are careful of how we handle contami- 
nated instruments, can we put them in the ultra- 
sonic cleaner before they are put in the instrument 
washer-sterilizer?, We feel our instruments would 
be cleaner with this technic. 


A. The ultrasonic cleaner will ultimately become 


heavily contaminated, and it cannot be disinfected. 
Contaminated instruments should terminally 
sterilized before they are handled or put in the 
ultrasonic cleaner. The objection that the instru- 
ment washer-sterilizer does not remove soil can 
usually be traced to three errors: (1) the sterilizer 
must be connected to the water supply so that it 
fills with cold water; (2) a detergent-water softener 
combination must be worked out for the local 
water supply, and (3) instruments must be unlocked 
so that cold water reaches all surfaces. 

Q. We have been keeping our instruments to- 
gether with rubber bands during sterilization. One 
of our nurses recently attended your institute and 
came back and told us we must stop this. Can you 
explain? 


A. Rubber bands on instruments guarantee un- 
sterile instruments for the aseptic field. To be an 
effective bactericide, steam must have access to all 
surfaces being sterilized so that it heats and wets 
and sterilizes. In this instance, the rubber bands 
would protect bacteria from exposure to steam. 
When the bands are removed at the time of opera- 
tion, viable bacteria may be freed into the wound. 


Q. What will remove the crust inside the instru- 
ment washer-sterilizer? 

A. First, try cleaning with a stainless steel scour- 
ing pad and a little acetic acid. If this doesn’t 
work, make a solution of equal parts of hydro- 
chloric acid and cold water. Be sure to pour the 
acid in the water. Wear rubber gloves and use a 
stainless steel scouring pad with the solution to 
mechanically and chemically break up the crust. 
Q. If you find water inside a sterile Asepto bulb, 
can it be considered safe for use? 


A. The water is sterile and hence not dangerous. 
But if the Asepto has been sterilized in a wrapper, 
the bulb should be discarded. Retrograde con- 
tamination from whatever unsterile surface the 
package may have contacted is inevitable because 
of the capillarity of the textile fibers. 

Q. The tubing for our suction unit is coiled ina 
panel in the floor. Is there any danger in using this? 


A. Recessed floor panels are difficult to clean, and 
every time the tubing is unreeled, dirt and bacteria 
come with it. Also, the operating-room floor cannot 
be well sanitized unless the surface is homogeneous 
and unbroken. 

Q. Why do you recommend non-tonizing deter- 
gents? 

A. Calcium and magnesium salts are two com- 
ponents present in ordinary tap water. If a cationic 
or an anionic detergent is added, an insoluble com- 
plex is formed, and the result is crust, curd or 
scum. If, however, a non-iodizing detergent is used, 
the calcium and magnesium combine with the de- 
tergent to form a soluble compound that remains 
in solution and can be rinsed away. Hence no film, 


curd or scum is deposited. 


HOSPITAL TOPICS 


4 
4 - 
0 
j 
; 
7 
0 
| 
‘ 


ICS 


SELECTED BIBLIOGRAPHY 
By Dorothy W. Errera, R.N. 


Schley, Donald G., Hoffman, Rob- 
ert K., and Phillips, Charles R.: 
0 “Simple Improvised Chambers for 
Gas Sterilization with Ethylene 
Oxide.” Appl. Microb. 8:15, Jan- 
uary, 1960. 
Versatility in adapting avail- 
able equipment for use with 
ethylene oxide is apparent in 
this description. An ordinary 
hospital autoclave, a common 
steel drum, and a polyethylene 
bag are successfully converted 
to gas sterilizers. <All three 
modifications depend on a low- 
pressure aerosol can of ethyl- 
ene-oxide mixture fitted with. 
a flat cap which receives a 
needle valve, a can holder, and 
a hollow needle when the gas 
is to be released. 


Exhaust and drain lines on 
an ordinary hospital autoclave 
were equipped with valves to 
convert the chamber to a 
sealed chamber. Gas was al- 
lowed to enter the sterilizer 
through a tap in the exhaust 

0 line. No vacuum was drawn 
because the authors found the 
gas mixture volatile enough to 
diffuse rapidly and penetrate 
porous material. 


‘Two steel drums with lock- 
ing lids were adapted for use as 
gas sterilizers by drilling holes 
in the lids to accommodate a 
pressure gauge, the needle 
valve and can holder. Material 
to be sterilized is placed in 
the drum: the lid is fixed in 
place: the gas is admitted, and 
the drum is rolled on its side a 
lew times to distribute the gas 
evenly. Thereafter, the drum 
remains upright. 

The third “sterilizer” is a 
polvethylene bag, 6 feet long 
and 2% feet wide, made of 4 
to 6-mil tubular film with a 
single bottom seam. The bag 
can be reused and withstands 
storage for prolonged periods 
without losing flexibility or 

0 gas-holding properties. The 
contaminated material is 
placed in the bag; the ethylene- 
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oxide container and its cap, 
punctured by the needle valve, 
are placed at one side of the 
bag towards the center. The 
bag is closed snugly. 

The can is grasped through 
the bag; the valve is opened, 
and the can is inverted. li is 
stressed that the can must be 
inverted to insure rapid re- 
lease of the mixture when the 
can is opened. Otherwise, it 
will take 24 hours for it to 
empty if the entire contents 
of the can are to be dispensed. 
| The entire contents ave need- 
ed for kill in four to six hours. 
Ed. | 

If the contents of the bag 
are not fragile, the bag is 
rolled through a full circle to 
insure spread of the gas. The 
gas mixture is a solvent for cer- 
tain plastics; hence, caution 
must be used to keep the 
liquid disinfectant mixture 
away from sensitive materials 
until it has volatilized. In the 
bag sterilizer, the gas is led 
through a towel or other suit- 
able material. 

Ethylene oxide penetrates 
paper wrappers so that articles 
can be sterilized wrapped to 
prevent recontamination. 

All tests were run at room 
temperature. Heavily contam- 
inated material required ex- 
posure to 300 to 500 mg. ol 
ethylene oxide per liter of air 
for six hours at room tempera- 
ture (25°C.) to achieve steril- 
itv. Four hours exposure at 
this concentration was ade- 
quate to destroy spores of B. 
subtilis on laboratory instru- 
ments sterilized in the auto- 
clave or bag. 

The authors do not suggest 
that these modifications be 
used in place of permanent in- 
stallations for ethylene-oxide 
sterilization, they stress 
that there is no substitute for 
heat sterilization. But, in their 
hands, these vehicles are pos- 
sible means for steril'z7ing non- 
heat-stable equipment the 
laboratory or anv type of ma- 
terial out in the field) with 
no other facilities available. 


For further information 


CONTROLS 


230° - 10 minute technique 


* 


BEFORE AFTER 


Especially Important the 
Summer Months is the sterili- 
zation of your infant formula, 
because bacteria like to grow 
in a warm atmosphere. 


Milk is sometimes slow in get- 
ting up to temperature, the 
autoclave is occasionally 
faulty, and at times the opera- 
tor’s technique will vary. 
These are all factors to be 
guarded against, best accom- 
plished by using Inform Con- 
trols. 


Underheating of infant for- 
mulas is impossible with 
Inform Controls. 


Write for free samples of 
Inform Controls 


SMITH & UNDERWOOD 


1847 N. Main Royal Oak, Mich. 


Sole manufacturers of Diack Con- 
trols and Inform Controls 


use postcard opposite page 108. 71 


CASTLE NO. 51 SAFELIGHT 

. portable with 48” off- 
set arm counterbalanced for 
easy focus. 


CASTLE NO. 52 SAFELIGHT 
‘ . portable with inter- 
nally counterbalanced self- 
locking Pantograph arm 

. effortless 25” verti- 
cal range. 


Safety! For Patient—For Surgeons—For Personnel 


Every day, in every hospital, in every surgical 
procedure, hazards are present. Eliminate one 
great hazard with your pick of these great 


. lights with safety built into each one. 
CASTLE NO. 54 SAFELIGHT 
Castle Safelights, equipped with explosion- 
any angle over entire table sealed lampheads, are approved by 


length. 
Underwriters’ Laboratories for use in areas 


where inflammable anaesthetic gases are used. 


Every Castle Safelight features a precision 
optical system that projects glare-free light, 
in constant focus, to the bottom of the 
incision. Unique 17 or 23” reflectors assure 
ample, shadow-free light regardless of the 
surgeon’s position. Superb color correction 
reveals minor differences in tissue color. 


Ask your dealer about Castle Safelights—the And it’s “‘cool’’ light, comfortable for close 
surgical standard for critical illumination, work, because the hot infra-red rays are 
flexibility and safety, or write for catalog. filtered out. 


LIGHTS AND STERILIZERS 
WILMOT CASTLE CO., 1803-7 E. HENRIETTA RD., ROCHESTER 18, N.Y. 


For further information use postcard opposite page 108. HOSPITAL TOPICS 
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SURGICAL PRODUCTS DIVISION 
ANNOUNCES 
SIGNIFICANT 
NEW SAVINGS 
OPERATING ROOM 
MANAGEMENT! 


UNPRECEDENTED 
SURGILOPE 
SERVICE PROGRAM 
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CYANAMID 


SURGICAL PRODUCTS DIVISION 


FIRST to utilize the plastic double-envelope principle for safer, 


more convenient sterile suture packaging and dispensing. 
NOW FIRST to offer resterilization and repackaging of unused 


In a recent survey of O.R. nurses, Surgical Products 
Division learned two things. (1) There is a strong 
preference for the SURGILOPE SP® Sterile Suture 
Strip Pack compared to foil and other packaging be- 
cause this suture pack is safer, provides more con- 
venient dispensing, and offers a wide range of sutures 
and needles, permitting standardization. (2) Hospi- 
tals requested a means of totally eliminating the time, 
expense and potential hazards involved in cold rester- 


suture packages ...at no extra cost to your hospital. 


ilization of unused suture envelopes. 

Now, with the new SP Service Program, Operating 
Room personnel no longer need to resterilize unused 
suture packages. Surgical Products Division assumes 
all responsibility for repackaging and resterilizing 
suture packages .. . saving the hospital many nurse- 
days each month. This program has been thoroughly 
tested in leading hospitals and has already been en- 
thusiastically adopted in many areas. 


THIS IS HOW IT WORKS 


Hospital’s original sutures are returned, certified sterile U. S. P. 


= yy and repackaged by individual lot. 


For complete details write to Sales Office below, Attention: SP Service Program Dept. 


Producers of Davis & Geck Sutures and VIM® Hypodermic Syringes and Needles 


Unused inner envelopes are collected. Hospital suture resterilization 


"NEW YORK, N.Y. 
SALES OFFICE: DANBURY, CONN. 
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(SR Planners Review Efficiency 


Of Department They Designed 


When Boston architect’ Frederick 
E. Markus became interested in 
central service department  plan- 
ning, he studied many departments 
to determine the requirements of 
an efficient one. He found many 
mistakes in planning and many in- 
efficient methods. 


Mr. Markus, with the collabora- 
tion of Mrs. Jean Christie, then 
began planning a department 
which would enable maximum effi- 
ciency in work flow and employee 
functioning. first  depart- 
ment based on their research was 
set up at the Free Hospital for 
Women, Brookline, Mass., and was 
described in a series of articles in 
HOSPITAL TOPICS in 1956. 

How has the Markus-Christie 
planning stood the test of daily 
use of the department? And how 
well did it survive a change of 
Supervisors? 

Three persons answer these ques- 
tions: Mr. Markus and Mrs. Chris- 
tie, and Mrs. Christie’s successor 


as supervisor, Evelyn Trabach.— 
THE EDITORS. 


By Frederick E. Markus* 
As specialists in hospital design, 
Markus & Nocka had long been 
‘ware that no one knew or had 
taken the trouble to investigate the 
requirements for producing an eff- 
cent central supply department. 
It was also obvious that to suc- 
cesfully carry out such a study, a 
collaborator would be required 
who was thoroughly familiar with 
the what, why and how of central 


Per F Markus is a partner in the Boston 
aan Markus & Nocka, architects, engineers 
Chri consultants for medical _ facilities. Mrs. 
istie (formerly supervisor of central service, 
lla for Women, Brookline, Mass.) is 
pital .< surgical services, St. Margaret’s Hos- 
» Boston. Miss Trabach is supervisor, cen- 


tral Service lepa j 
Ween department, Free Hospital for 


supply work and had had some 
raining in methods engineering or 
work simplification. Mrs. Jean 
Christie was the answer to our 
need. 

The study took a year and a 
half. The first few months were 
devoted to visiting central supply 
departments in various hospitals. 
This gave us a good background 
and perspective. It also gave us a 
long list of quite obvious errors 
in planning and what made for 
poor working conditions. The 
most prevailing ones were sum- 
marized in an article published 
in the December, 1955, issue of 
HospiraL Topics and later repro- 
duced in Volume I of the Central 
Supply Yearbook. 

However, there were  worth- 
while positive aspects to these 
trips. There was, first of all, the 
opportunity for an interchange of 
ideas with a large number olf cen- 
tral supply supervisors. While the 
value of such interchanges cannot 
always be pinpointed, their po- 
tential worth must not be under- 
estimated, 


Also during these inspection 
trips, certain workers were noted 
who had developed a remarkably 
high degree of efficiency in a par- 
ticular type of work. Arrangements 
were made to have one of our em- 
ployees, trained in time and mo- 
tion study, spend a day with each 
of these to observe, time and re- 
cord their various activities. 

Of special importance was the 
accurate recording of the space re- 
quired to perform various tasks. 
These observations furnished us 
with very important data for the 
proper design of work stations. 


(The space actually available in 
many cases was inadequate.) 

Having a record of what mo- 
tions were involved gave us a basis 
for improvements in work-station 
design to get the benefit of work 
simplification. For example, where 
a pair of shears was kept in a 
drawer — which meant that the 
steps involved were “open drawer 
— take out shears — use — return 
shears — close drawer” — we ar- 
ranged to have the shears pre-posi- 
tioned for immediate use. 

Another common problem — to 
get string to where it was wanted 
—often involved the employee's 
getting up and taking a short walk. 
The illustrations show how easily 
this problem was solved in several 
locations. 


The layout of the department 
as a whole was based on line pro- 
duction technics now universal in 
industry. The reason for the exten- 
sive use of line production in in- 
dustry is purely economic. Where 
the process for producing a product 
or service can be reorganized for 
line production, the time savings 
are, as a rule, very substantial. 

Inasmuch as Markus & Nocka 
had on their research staff in- 
dustrial engineers, one of whom 
had specialized in line production, 
expert help was available for this 
aspect of our problem. 

The work of a central supply 
department is of suc h a_ bewilder- 
ing variety that any serious effort 
by an unaided lone planner would 
soon end in utter frustration. Here 
Mrs. Christie’s years of experience, 
supplemented by her specialized 
studies at Boston University, paid 
off. 

(Continued on next page) 
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ree. 


Meinecke 


helps you serve 
more patients, better 


LARGE COLORFUL EASY-T0-READ 


— 


tions .. . changes 
in orders 


@ save time for 


hospital 

personnel 
@ protect patients i i MO 
@ serve as guide to | 

visitors 


Fill in quantity of each wanted on this 
handy list and send with your order. 


Absolute Rest O Nothing by 


Absolute Bed Mouth After 
Rest “2400” 
R.M.R. 0 Nothing by 


Chaplain Calling 


Mouth After 
Call- 


Midnight Ist Day 
G.1. Series 

No Smoking 

No Visitors 

No Visitors for a 
Few Minutes— 
Patient Taking 
Treatment 

00 Omit Breakfast 
Omit Breakfast 
Delay Tray and Hold Dinner 
Diabetic 0 One Visitor at a 
Do Not Disturb Time 


Clinitest Every 
Specimen 
7-11- 


000 


Bed 
est 


Bed 
Rest with B.R.P 


Do Not Disturb [ Out of Order 
—B.M.R. in A.M. © Oxygen Being 
Do Not Disturb Given 
.K.G. Patient Sleeping 
Feed With Care 
Fluids Restricted R Packi 
Force Fluids Remove 
Going to O.R. 0) Save Specimen 
Going to Physical [ Save Stool 
erapy 0 Save Urine 
Going to X-Ray 0 Sips of Water 
Hold Breakfast Only—Blood 
Holy Communion Sugar in A.M. 
Ice Chips Only C0 Special Diet 
— and Out- © Special Tests 
Isolation lati 
lsolation—Go' rict tsolation— 
Gown & Mask 


Only 
Keep Flat 
Liquids Only 


0 Test Urine 
0) Transfusion 


Measure Intake Turn Hour 
ard Output 24 Hr. Urine 
Measure Urine Specimen 


Unsterile 
No Ice Water C) Urine Spec*men 
Nothing by 0) Visitors Limited 
Mouth 0) Water Only 
Size: 4"’ x 6’’ — Price $2.16 per doz. assorted 
Card Holders Prices per Dozen 
Lots of 1 Doz. 3 Doz. 6 Doz. 


0 Aluminum for 
ROUND ~~ Rails $8.50 $7.85 $7.40 


m 


(0 Aluminum for 
SQUARE Bed pale 8.50 7.85 7.40 
Stainless Steel 
ROUND S8ed Rails 10.35 9.60 8.85 
: 0 Stainless Steel for 
i SQUARE Bed Rails 11.35 10.50 9.65 
Meinecke company, 


Over 65 years of continuous 
service to the hospitals of America 
211 Varick St. e New York 14 


Branches in Los Angeles and Sunnyvale, Calif., 
Chicago, Dallas and Columbia, S. C. 


CENTRAL SUPPLY continued 
By Jean E. Christie, R.N.* 


It is with great pleasure that 1 
begin my part of the review of the 
central service research project at 
the Free Hospital for Women. It 
is satisfying to know that one has 
had a part in contributing actual 
help to the countless visitors. 1 
would be slightly inhuman if 1 
denied enjoying the international 
mail which came to my desk con- 
cerning this project. 


But most of all, 1 am gratetul 
to have derived the great benefit 
from participating in such a tre- 
mendous learning experience. 
What this project has done to 
sharpen my observation, to disci- 
pline my thoughts, to widen my 
horizons, and to improve my abili- 
ties, will always be of inestimable 
value to me. 


It is no easy situation when one 
is faced with the knowledge that 
the responsibility for proving the 
actual working benefits of such a 
design is entirely yours. And, en- 
tirely apart from the design itself, 
there were problems of another 
nature. 


Personnel turnover in this hos- 
pital was low. One of the head 
nurses had been in her job for 26 
years, and the newest head nurse 
Only 
on the entire nursing 


had already served five years. 
two nurses 
service had ever had any previous 
experience with any sort ol cen- 
tralized supply system! 


Good communications were ob- 
viously a vital necessity, 
municate | did, with 
head nurse meetings, displays of 
products to be used, conferences 
and endless conversations with any- 


and com- 
visits to 


one and everyone willing to listen! 


Prior to the opening, each de- 
partment typewritten 
bulletin explaining again the basic 
fundamentals, and giving a com- 
plete timetable for scheduled pick- 
up and delivery of supplies for 
each hospital department. Stand- 
ard quotas had been determined 
and the requisition system had 
been established. Two workers had 
been with me for a few weeks, be- 


received a 
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ing oriented and learning a fey 
basic procedures in the existent 
working facilities of the hospital, 


Then communications of a dif. 
ferent sort reached me. Due to 
many factors beyond anyone's 
trol, surgery would have to moye 
into its new quarters on a certain 
date, without any facilities for gen- 
eral autoclaving. Central service 
would have to open about a week 
before its completion date! And 
move in we did, with the painters, 
and without much of our equip. 
ment installed. 


Never have I been so grateful for 
specifically designed work stations 
as I was during those first few 
days. Every job had to be taught 
to every worker. And with pre. 
cisely designed work units, | could 
teach not only the job, but good 
work habits as well. 


The stations didn't need the 
usual preparation that plain 
work counter does; so we wasted 
no time or motion in setting up 
for any job. Because all necessary 
supplies were stored in the area 
where they were to be used, no 
time was wasted in the “get ready” 
process. Because stations were al- 
ways left ready for use, no time 
was wasted in “putting 
any job, as there is when one 
uses a plain counter and has to 
clear this counter space to do 
some other work. 


away” for 


So setting-up and putting-away 
time were almost entirely elimi 
nated, and I could spend my teach- 
ing time concentrating on the ac 
tual performance of the job itsell. 

The design of the stations ac 
tually taught the worker how to 
work simply and without wasted 
motion. Although every worker 
learned the jobs of the entire de- 
partment, each was eventually as- 
signed to specific tasks on a specific 
schedule, and each therelore soon 
began to develop the speed of an 
accomplished worker of long prac 
tice. 

Each worker knew that her spe 
cific schedule was geared to the 
available autoclaving time, and 
moved into the pattern o! having 
certain items ready at set intervals 
so that there was always 4 load 
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Above, left: Disassembly and cleanup area with mechanical syringe 
vasher at right. This station begins the series of continuous operations 


which are in line, producing the simplest p 


number of such lines would be two for the smaller hospitals — increas- 
ing to a maximum of six lines of several positions each. In the latter 
unit would be a double unit to 


case the Ai bly and 1 


flow pattern. The 


accommodate two or three operators. In picture at right, employee is 


ready for autoclaving as soon as 
the autoclave was ready to take it. 

Since the autoclave keyed the 
schedule, the worker whose task 
might be lighter than usual moved 
in to help any worker whose task 
might be heavier than usual, and 
good teamwork was firmly estab- 
lished. 

Just as the autoclave had keyed 
the workers’ schedule, so had it 
keyed the schedule for department- 
al pick-up and delivery. Surgery 
learned that if the used supplies 
did not arrive at central service 
at a definite time, the department 
would have to work overtime to 
process them, and such supplies 
would then be delivered too late 
io be put away. 

Surgery was a busy place, and 
the need to put supplies away in 
the morning was a definite hin- 
drance to its efficiency. The result 
was that the surgery personnel got 
their supplies to us on time for 
our last loading, giving us time to 
process, autoclave, deliver 
these supplies back to the waiting 
hands of the afternoon crew. 


Orientation tours for nursing 
personnel were conducted in the 
department, and our need for ad- 
hering to a strict schedule was 
emphasized. Our central service 
aides made it a. strict point to 
‘ppear on the wards at the same 
me, dav in and day out, and the 
Wards were ready. 

One other point heavily empha- 
‘wed in orientation tours was the 
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need to control supplies. We had 
analyzed the cost of every item 
we supplied. We therefore needed 
accurate records of every supply 
delivered to every department, and 
also needed a charge slip to balance 
out the items delivered on direct 
patient charge. 

At the end of each month, we 
delivered to the business office a 
tally sheet for each department 
which showed the exact number of 
each item delivered to the depart- 
ment, and the exact cost for each 
of these items. The patient charge 
slips were, of course, delivered 
daily. Only in this way could we 
show the use we had made of the 
types, amounts and costs of sup- 
plies which we had requisitioned 
during the month. 

If I were asked to name _ the 
feature which had been most help- 
ful to me, I would surely choose 
the shape and the perfect location 
of my desk. It was semicircular, 
ideal for teaching work simplifica- 
tion. It could serve several jobs, 
or be used by two or three people 
at the same time. The shelf built 
at the back of the arc held the 
requisitions and occasional items 
which usually clutter a supervisor's 
clesk. 

But most important was its place- 
ment. From this vantage point, 
no matter how deeply engrossed I 
was in work or in conversation, I 
could check the progress of every 
worker by lifting my eyes and 
turning my head. From this same 
vantage point I could watch the 


seated at hi-lo linen folding table. 
a procedure for which employees prefer to stand—the “hi” position 
is used. The specially designed wall-mounted linen hamper (now avail- 
able as stock) is for rejects needing mending. The V-shaped shelves 
hold items which usually were kept in a drawer or two. The string dis- 
penser is another refinement developed in the architect’s model shop. 


For the folding of large sheets — 


work methods of each worker, 
make suggestions, observe needs, 
call out messages, or do anything 
the occasion required without leav- 
ing my chair. 

How different my situation was 
from that of the supervisor who 
must run in and out of rooms, or 
be unable to watch the work pro- 
gress because there are so many 
walls in the way! She must decide 
when to work and when to walk, 
and what proportion of her super- 
visory time she should spend in 
each area. On the other hand, I 
could be as much apart from or 
as much a part of my group as 
desired at any given moment. As 
cne visiting administrator put it, 
this was true supervision — the 
process of looking over versus the 
usual overlooking. 

I mentioned my love of my desk 
to a visiting “nurse consultant” 
one day and was stunned to hear ; 
her reply that the shape of the 
desk was a mere art form, and that 
if I had properly trained my work- 
ers, I would not need to watch 
them. I had never viewed a cen- 
tral service as a mere assortment 
of tasks to be done; I had always 
considered it a workshop where a 
group of human beings, working 
as a team, accomplish a necessary 
service, and where teaching and 
supervision complement each 
other. That either one could re- 
place the other seemed impossible. 

Judging from the fact that there 
was no turnover in the personnel of 

(Continued on next page) 
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processing unit. 


by Mrs. Christie. 


Above, left: This is a first attempt to develop a self-ventilating glove- 
Powder dust is drawn both up through a hood and 
down through a screen in the counter. The blower is in an adjacent 
storage room with filtered exhaust to the outdoors. A superior, com- 
pletely seif-contained unit is now available as a stock item. In the 
background is the one and only foot-operated device in the depart- 
ment—a two-hand needle-packaging machine conceived and developed 


4. 


At right: The supervisor's station has been found far more versatile 
and efficient than any type of desk then available. 
that from it she has a visual sweep over the entire department, trom 
receiving to issuing. Mrs. Christie made several additions which might 


It is so placed 


warrant 


pital maintenance shop and partly in the architect’s model shop. 


CENTRAL SUPPLY continued 
miy crew, that upsets in human re- 
lations were few and far between. 
that the entire team worked with 
high efhciency, excellent teamwork, 
and had obvious pride in their 
service, I still believe that human 
relations handling is a vital factor. 
Then the blow fell. The rumor 
came back to us that several archi- 
tects and designers of central serv- 
ice departments were saying that 
“the Free Hospital central service 


Below: Floor plan of department. 


o™ 


‘Jo WORK STATIONS 


works only because Mrs. Christie 
is there.” 

There was one good way to dis- 
prove this. In September, 1957, I 
turned the reins of the depart- 
ment over to a staff nurse from 
the outpatient department who 
had had no previous experience in 
central service. She had had the 
equivalent of about two weeks 
orientation and training with me. 
Her account of her experiences 


and her opinions follows. 


845 SQ.FT. 


tandard built-in details. The adjustable up. 


holstered chair, which is standard for all operators, is more comfortable 
than wood or stamped metal stools, and comes in a variety of bright 
Mechanical parts were produced partly in the hos- colors. 


By Evelyn Trabach, R.N.* 
The Free Hospital central servic 
is the first of the prototype de 
veloped as a joint research projec 
by Mr. Markus and Mrs. Christie. 
1 was formerly connected with the 
outpatient department and _ took 
over central service in hospital 
that originally had no such depart 
ment. 

This would presumably give me 
no basis of comparison with con 
ventional norms. Nevertheless, 
have acquired some definite opini- 
ons and have a basis lor compari: 
son coming mainly from two 
sources. 


First, there have been and still 
are many visitors — administrators, 
architects, consultants, and mostly, 
of course, other central service 
supervisors. They come from far 
and wide, a few from foreign cour 
tries. They have been very favor- 
ably impressed, primarily by the 
greatly simplified flow of all ‘work 
and the efficiency and flexibility 
of work stations. 


Second, I became very curious 
about all this admiration and 
couldn't help asking mvself, “If this 
is good—what is not good?” I there 
fore arranged a series of retum 
visits when convenient to find out 
about the facilities with which 
some of these visiting supervisors 
worked. I was in for many sur 
prises. 


There is, of course, or should 
be, a similarity of work in all cen 
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tal service departments. Despite 
this fact, there seemed to be no 
two departments with any major 

ints of similarity in concept, ex- 
cept for the work of autoclaving. 
One would have thought that the 
similarity of work would have pro- 
duced some recognizabie flow pat- 
tern, but no such pattern was evi- 
dent.: 


Indeed, work was all too often 
being perlormed under most un- 
favorable conditions at locations 
having no recognizable flow  pat- 


a department. To be sure, some 
obvious things like sinks, counters, 
and sterilizers were provided — but 
nothing that made the place spe- 
cifically an efhcient workshop for 
central supply. Open areas were 
filled with tables, often without 
any reference to specific need. 

Finally, what would make these 
departments frustrating to me was 
not their inefficiency but their 
very permanency as evidenced in 
fixed partitions, tile work, terrazzo, 
and stainless steel. 


versatile 
ach ane xed “designed for flexibility, and almost 
stable up. tions. It is quite usual to find a every station could be fairly easily 
omfortabl profusion of stainless steel counters changed to meet any new require- 
of bright with cupboards or shelves below, ment. We constantly take on new 
crving no particular purpose — ol- responsibilities, investigate new 
ten actually quite empty. materials and new technics. The 
Because of the lack of knee space fiexibility which was part of the 
2N* in several places, women were sit- original scheme of things is cer- 
sas ting “side-saddle” at some of these — tainly paying off, for we have al- 
service counters to perform the various ready made changes, minor to be 
ype de tasks required. I actually saw  in- sure, but easily accomplished and 
project stances of such poor planning that always adding a bit more to the 
‘hristie. the aides preferred to sit on top — over-all efficiency. 
‘ith the of the counters and work with We have a maximum of five 
d ‘took their feet dangling in space. persons rotating among 14 work 
Invariably, there was much-waste stations. This leads to an initerest- 
aepatt: of linen: towels, sheets, wrappers, — ing question: What might the over- 
pillow cases, and even blankets all capacity of the department ac- 
‘ive me were being used to cover the stain- tually be? The sterilizers are now 
th con- less steel to make a more satisfac- used to about 60 percent of their 
‘less, | tory working surface. Stainless Capacity on a time basis. With in- 
 opini- steel, despite its durability, is a creased supplies coming in, it is 
ym cold, hard and glaring surface. possible, but not probable, that 
1 two There is no doubt in my mind congestion of any given area might 
that few work stations warrant it. be a factor. 
idl still It also seemed obvious to me It can be safely assumed, how- 
Lrators, that the planners of these depart- — ever, that worker efficiency would 
mostly, ments had not the vaguest idea as increase with larger volumes ol 
service to what precisely is done in such similar work items. It is my beliet 
ym far 
cout Below, left: These two stations follow cleanup. As work stations they 
are extremely flexible and versatile. The entire unit is easily detached, raethosd. 
favor: altered, or removed for a substitute, if need be. The string dispensers 
yy the and card formulary are refinements developed and added as the depart- 
work ment got under way. Mrs. Christie at that time inaugurated via the 
‘ibility 
urious 
and 
Tf this 
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which 


visors 
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hould 
cen- 


that we could service 200 beds 
with our present facilities with 
the addition of no more than two 
people to our staff. | The hospital 
now has 90 beds.—ED.| 


Because of the convenient and 
efficient work stations, and the op- 
erational system which Mrs. Chris- 
tie developed, the training of new 
employees is greatly simplified. In 
the aide-training program of our 
hospital, the new aide spends one 
week in central service, being intro- 
duced simultaneously to hospital 
terminology and technics. 

She is taught to identify supplies 
and learns where they are used 
and why. She accompanies the 
pick-up and delivery system daily, 
so that she learns where items are 
kept, and the entire system of sup- 
plying. 

After being taught the basic 
rudiments of every task in the de- 
partment, she departs for her as- 
signed place of employment, far 
wiser about the ways and the work- 
ings of a hospital. With such a 
system, errors are very rare and in- 
tradepartmental relationships are 
excellent. 

I count myself fortunate that 
my first experience in central serv- 
ice has been in this particular de- 
partment. Many of our visitors 
have commented on its “smooth 
operation.” It is my belief that 
this comes from having every task 
planned and every station planned 
for the tasks to be done there. 
With Mr. Markus and Mrs. Christie 
having so carefully established the 
work flow, my task is made easy 
—I just let it flow. 


bulletin a weekly challenge for improvement in some operation or 


At right: A special truck was designed for routine deliveries. This 
was the department’s own contribution and was held in abeyance until 
the routine was fairly well established. 
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to make the most of your talents and techniques... 


University of Illinois Sternal Needle 


V. Mueller research simplifies a dependable technique. Efficient for bone mar- 
row aspirations from sternum, iliac crest, vertebra, tibia, femur, internal 
malleoli; also for marrow infusions. Depth of 15G, 1-inch cannula is adjust- 
able; stylet locks in place. Stainless steel. Order as No. SU-21000, each $14.50. 


CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS « DALLAS e« HoUSTON « Los ANGELES « ROCHESTER, MINN. 
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e Developing Radioisotope Programs 


e Dangers in Verbal Orders 


The following abstracts present 
highlights of two papers given be- 
fore the pharmacy sections at the 
recent conventions of the Associa- 
tion of Western Hospitals and the 
Catholic Hospital Association, 


Isotopes 


Lists Steps in Developing 
Radioisotope Programs 
Radioactive pharmaceuticals are 
drugs like any others. Approxi- 
mately 26 of the 750 known isotopes 
are now used in medicine. Two of 
the better-known ones are iodine,s; 
used in diagnosis of thyroid dis- 
eases, brain tumors, and_ blood 
volumes, and cobaltg, used as a 
substitute for x-rays. 

In spite of their increasing use- 
fulness, many hospital staff mem- 
bers don’t realize the value of 
radioactive substances. This reveals 
a need for developing radioisotope 
programs. 


The first step in developing such 
a program is the formation of a 
radioisotope committee. This group 
should be under super- 
Vision of a person believing in the 
medical use of radioisotopes and 
trained in specific purposes of each 
substance. He should also have edu- 
cation in each field for which an 
isotope will be used. 


In addition to this specialist 
there could be a hematologist, a 
radiologist, a physicist to monitor 
areas lor spillage, and a pharmacist 
on the board. Once organized, this 
committee must file a form with 
the Atomic Energy Commission 
stating the type of work to be 
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undertaken and kinds of instru- 
mentation to be used. 


Hospital areas should be set 
aside for the use disposal, and han- 
dling of isotope materials before 
actual work is begun. — E. R. Coak, 
western division sales manager, 
Abbott Laboratories, San Francisco. 


Verbal Orders 


Pharmacist Must Be Alert 
For Possible Errors 

The transmission of verbal orders 
from a physician to the pharmacist 
must be done with absolute ac- 
curacy in order to preserve the na- 
ture of the message, and to insure 
the patient’s receiving the medica- 
tion which his physician considers 
the proper therapy at that time. 

Often the verbal order does not 
go directly from physician to phar- 
macist; it is relayed through a 
nurse. The nurse may notice a 
change in the patient's condition 
which constrains her to communi- 
cate with the physician, who may 
then prescribe medication by tele- 
phone. 

The responsibility of the actual 
prescribing is one reserved for the 
physician, and cannot be delegated 
to his nurse or secretary. However, 
according to law, he may convey 
the prescription to the nurse for re- 
laying to the pharmacist. 

While the physician must accept 
responsibility for prescribing the 
correct medicine, the nurse, the 
hospital, and the pharmacist him- 
self are collectively responsible for 
dispensing the drug called for. 


When the nurse accepts the doc- 


tor’s orders by 


telephone, she 
should make sure they are entered 
on the patient's treatment sheet, 
and the verbal order form she fills 
out should become part of the 
permanent hospital record and 
should be signed by the prescrib- 
ing physician upon his first visit to 
the nurses’ station. 

If something about the medicine 
or dosage prescribed alerts the 
pharmacist to an error, he is duty- 
bound to check back with the nurse 
or even the physician. Ordinary 
care, which the pharmacist is re- 
quired to exercise, signifies that he 
must maintain the highest practical 
degree of prudence and vigilance. 

This implies that the pharmacist 
must be a “watch-dog’” over all 
prescription orders he handles. Al- 
though it is an all but impossible 
task, he is expected to assure him- 
self that the prescription is actually 
the wish of the physician. He is 
liable if a suit is filed because the 
wrong dosage has been prescribed 
for that particular patient, al- 
though nothing in the order would 
lead him to suspect any kind ol 
error. 

In the same kind of legal situa- 
tion, the physician is not liable, 
since his responsibility ended when 
he relaved his message to a respon- 
sible registered nurse. The admini- 
strator would not be liable, because 
the laws permit the hospital to re- 
lay prescriptions in this manner. 
Actions for damages would prevail 
against the nurse and the pharma- 
cist. —S. Walter Foulkrod, Jr., at- 
torney, Philadelphia. 
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THE BRUSH 
DE Ss I G NED 
TAKE IT 


ANCHOR 


ALL-NYLON 


SURGEON’S BRUSH 


Anchor Brushes are tough...each is 
guaranteed to take 400 or more 
autoclavings. 112 soft, firm tufts are 
specially tapered for better scrub-up 
efficiency with utmost comfort. 


Crimped bristles mean better soap 
retention...grooved handles permit 
firmer gripping. Each brush weighs 
but 1% oz. and is designed for 
use in Anchor stainless steel brush 
dispensers. 


Durability and performance mean 
true economy. Order by the dozen 
or gross through your hospital sup- 
ply firm today. 


Other outstanding Anchor products 
include— 


e All-Nylon Emesis Basins 
e All-Nyion Drinking Tumblers 


e Stainless Steel Surgeon’s Brush 
Dispenser 


(Sz 

Sold Only Thraugh Selected Hospital Supply Firms Ny 

ANCHOR BRUSH COMPANY 
AURORA, ILLINOIS 


THE BARNS-ELY COMPANY 
1414-A Merchandise Mart + Chicago 54, Illinois 


31, 23 died. 


Blood Dyscrasias 
And Chloramphenicol 


Chloramphenicol, though a valu- 
able antibiotic, should be used 
with care because of the possibility 
that it may cause aplastic anemia, 
states a special report to the AMA 
Council on Drugs, published in a 
recent issue of the ].4.M.A. 


Although periodic blood-cell 
counts may be of some help, they 
cannot be relied on to detect signs 
of marrow toxicity soon enough so 
that chloramphenicol can be dis- 
continued before an_ irreversible 
aplastic anemia develops, the re- 
port warns. 


Therefore, it concludes, ‘‘judi- 
cious use of the drug must be the 
rule, and it should not be used 
prophylactically, in trivial infec- 
tions or in infections which other, 
less dangerous antibiotics may be 
used effectively.” 


The report was prepared by the 
subcommittee on blood dyscrasias 
of the AMA’s committee on_ re- 
search. 


Between January, 1953, and Jan- 
uary, 1960, the Registry on Blood 
Dyscrasias, sponsored by the sub- 
committee, received a total of 223 
reports of pancytopenia. Of the 91 
cases in) which chloramphenicol 
had been administered, there were 
34 in which it was reported as 
being the only drug given. 


A recent nationwide survey by 
the Food and Drug Administra- 
tion, the subcommittee points out, 
reported on 31 patients with aplas- 
tic anemia associated with chlor- 
amphenicol administration. Of the 
In the same survey, 
few cases of aplastic anemia were 
associated with the administration 
of penicillin, streptomycin, — the 
tetracyclines, or a sulfonamide. 


The manutacturer has repeated- 
ly warned physicians of the need 
for judicious use of the drug, the 
subcommittee says. Yet reports re- 
ceived by the registry show that 
the drug has been used in such 
conditions as upper respiratory in- 
fections, asthma, sore throat, 
tonsillitis. 


and 
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satisfactory 
to surgeon 
and budget 


The surgical staff's most 
exacting demands are 
satisfied by the keener 
edge, better balance 
and greater weight of 
Crescent Blades. 


The budget benefits by 
savings of up to one-third 
made possible by 
Crescent Blades. 


TRY before you BUY. 
Send for free sample. 
Crescent Surgical Sales Co., Inc. 


48-41 Van Dam Street 
Long Island City, New York 


Crescent 


surgical blades and handles 
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For Enteric Atony 


Abbott Laboratories has announced 
a new pantothenic acid derivative 
for enteric atony and ileus. Motilyn 
(-pantothenyl alcohol) is recom- 
mended to restore intestinal func- 
tion in cases of ileus and delayed 
motility following surgery. It may 
also be used prophylactically in 
cases of paralytic ileus following 
abdominal surgery. 

Supplied in 2-ml. ampoules, each 
containing 500 mg, packed 10 and 
2%) to a box; and in 10-ml. multiple- 
dose vials, containing 250 mg. in 
each ml, packed six to a box. 


Anticholinergic 

“Wellcome” brand atropine injec- 
tion is manulactured by Burroughs 
Wellcome & Co., Inc., for preanes- 
thetic use lor suppression of secre- 
tions and to suppress vagal excita- 
tion of the heart. 


Available in multidose vials of 


20 cc, the medication may be ad- 
ministered intravenously, intramus- 
cularly, or subcutaneously. Each cc 
contains 0.5 mg. atropine sulfate. 


Arthritis Relief 

Decagesic, a new combination of 
Decadron dexamethasone, aspirin, 
and aluminum hydroxide is recom- 
mended by Merck Sharp & Dohme 
for relief of pain and inflammation 
associated with rheumatoid arthri- 
tis, where high doses of steroids are 
not required, 

Available in bottles of 100° tab- 
lets, each containing 0.25 mg dex- 
amethasone, 500 mg acetylsalicylic 
acid, and 75 mg aluminum hydrox- 
ide in the form ol a dried gel, 


Antibacterial Decongestant 


A new antibacterial decongestant, 
Cor-Tyzine, is recommended by 
Chas. Pfizer & Co., Inc. for relief 
of acute, chronic and allergic rhini- 
tis, sinusitis, and other inflamma- 
tory conditions where allergy and 
bacteria! infection are present. 


The solution, containing | mg. 
tetrahydrozoline hydrochloride, 0.2 
mg. prednisolone, and 0.6 mg. neo- 
mycin sulfate per cc, is ruliabbe 
in 15 cc. bottles. Pediatric nasal 
drops are also available. 
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prescription pad 


Radiopaque Medium Expectorant 

A new antibacterial radiopaque Hasanone No. 2 is announced by 
medium, Retropaque, is being mar- Charles C. Haskell & Co. as an 
keted by Winthrop Laboratories antitussive-expectorant for both 
for use in retrograde or ascending children and adults, for relief in 


pyelography, in patients with uri- 
nary tract infection associated with 
urinary calculus, hydronephrosis, 
polycystic kidney, and renal neo- Supplied in 4-oz. bottles and 
plasm. Supplied in vials of 50 ce. pints and gallons, 


| DURABLE REUSABLE 
| TRANSPARENT 


NYLON 


AUTOCLAVABLE 
FILM 


colds, pharyngitis, influenza, mea- 
sles, and other systemic infections. 


Highly effective, it ‘s steam permeable yet imper- 
meable to bacteria, keeping contenis sterile till 
needed. Available in 12 widths from 1” to 20” and 
n 2 thicknesses. May be cut to desired length for 
single instruments or for packaging linens and 
dressings. Extremely durable and reusable for re- 
peated autoclaving using normal sterilization tech- 
nics up to 287° F. Transparent feature permits 
immediate identification of contents. 


write for sample and descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION® 


123 East Montecito * Sierra Madre, California 


For further information use postcard opposite page 108. 83 


| 
in 
| : 
| 
| 
| an 
| 
strrage 
d 
/ 
| 
| 
1CS 


First from American 


New ideas, 

new products 


through one service expert! 


American representatives understand housekeeping 
needs. They offer valuable experience and expert counsel in 


Meet Charlie Siems, an American 


every hospital area...and the widest, most complete selec- field representative for 16 years. 
Since the day he joined American, 
tion of products and services in the field. You can rely on 
American’s reputation for quality and for prompt, depend- the University of California, Charlie’s ; ii 
able delivery. Your man from American is dedicated to 
pace with his ever-expanding knowl- 
a your hospital’s best interests . . . call him with confidence. edge of hospital problems. 


The First Name 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas 
Export Departments: General—Flushing 58, L.I.,N. Y.,U. S.A.; Latin America—Miami 35, Fla.. U.S. A. In Canada—Fisher & Burpe, Division of American Hospital 


: \ 
— 


iit 


Minneapolis » New York « San Francisco « Washington 
-Pinther & Bosworth, S. A., Mexico 1, D. F., Mexico. 


Kansas City *» Los Angeles « Miami » 
Supply Corooration (Canada) Limited, Winnipeg 12, Manitoba. In Mexico—Hoffmann 
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According to Dr. Barnhard, the 
technic will be useful primarily in 
teaching and research; he says 
some new information about bone 
growth and healing has already 
been uncovered. 


Dr. Barnhard has spent more 
than three years perfecting the new 
apparatus. One of the most difh- 
cult obstacles to overcome was that 
of finding a way of posing a lab- 
oratory animal’s leg in precisely 


X-Ray Cartoons Show 
Bone Growth 


Movie cartoon technics have made 
possible a new x-ray system for the 
study of bone growth. 


The picture system, developed 
by Howard J. Barnhard, M.D., 
radiologist at Hahnemann Hospi- 
tal, Philadelphia, telescopes weeks 
of bone formation into a minute 
or two on the screen. 


Pubishers of HOSPITAL and MEDICAL RECORDS sine 1907 


Your accounting department 
is the one place where you expect 
to find determined effort to effect savings... 


Use accounting forms that are economical and 
give you a complete and reliable picture of 
your financial situation. . 


Forms Designed Especially for Hospitals 


For years, hospitals have been using our accounting forms and have 
found them fully adequate for all their needs. These forms con- 
form to the requirements of the American Hospital Association’s 
Classification of Accounts. 


We Can Also Print Your Own Forms 


Machine bookkeeping forms must be precision-printed. Our experience 
in this work has been a big factor in building our large and grow- 
ing list of satisfied customers whom we have serviced with custom- 
made forms. Send us a sample of any of the forms you wish reproduced. 
We shall be pleased to offer you our quotation. 


For Samples Write for Folder No. 26 


Physicians’ Kecord Company 


(Formerly at 161 W. Harrison St., Chicago, Ill.) 
3000 S. Ridgeland Avenue ° 


Berwyn, Illinois 


For further information use postcard opposite page 108. 


the same position time aftcr time 
for each of the hundreds of x-ray 
photographs required. 

After many experiments, te final 
result was a system of metal pins 
set in a rectangular metal bar with 
markings on it. The device permits 
locking the limb into an exact 
position under the x-ray machine 
every time. 


VD Strikes 15-24 

Age Group 

The 15 to 24-year age group ac. 
counted for 53.8 percent of the 
239,562 infectious venereal disease 
cases reported in the U. S. last year, 
according to Dr. William J]. Brown, 


chief of the venereal disease 
branch, Communicable Disease 
Center, and chairman, National 


Advisory Committee on 
Disease Control. 


Venereal 


The increases in syphilis cases 
came mostly from cities of 200, 
000 or more, stated Dr. Brown. 
Primary secondary syphilis 
cases in the quarter ending Sep- 
tember, 1959, increased 42 percent 
over the corresponding quarter in 
1958. This showed a continuation 
of a rising trend that began in 
1955. 

Dr. Brown’s committee recom- 
mended increased expenditures for 
venereal disease control on all 
levels of public health. 


Weed Killer Considered 
In Thyroid Therapy 


The weed killer aminotriazole, 
which figured in the “cranberry 
scandal” of last autumn, may prove 
to be a remedy for an overactive 
thyroid, according to E. b. Ast 
wood, M.D., professor of medicine, 


Tufts Medical School, Boston. 


Dr. Astwood reports that he and 
his associates have been searching 
for an antithyroid compound that 
would have a longer period of ac 
tion than those in use currently 
for the treatment of hyperthyroid 
ism. He suggests that aminotria- 
zole might be such a compound. 

Antithyroid drugs have been 
widely used in the past !7 years, 
states Dr. Astwood, and no cases 
of induction of carcinom. have 
been encountered. 
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Preservation of Test Cells 


for Reverse Typing 


An informed laboratory staff, the 
high quality typing serums avail- 
able, reverse blood typing with 
known cells, and an efficient record 
system should make errors in blood 
grouping impossible. We-feel that 
any simple laboratory technic that 
would make blood banking safer 
is worthwhile. 

Testing the serum of the donor 
with known A and B cell suspen- 
sions is a sensitive and rapid pro- 
cedure, and we employ it routinely. 
It is our understanding that many 
hospitals fail to do this confirma- 
tory reverse typing because of lack 
of an available source of fresh A, 
B and O cells. It is true that many 
banks, depending on their size, 
do not always have a fresh type A 
or B available. The use of properly 
preserved cells for this procedure 
completely eliminates this difficulty. 

After trying several preservative 
solutions for such control cells, we 
found one that we feel is superior 
to any that we have tried. The 
data on this preservative was pub- 
lished by Dr. Kurt Stern, Shirley 
Busch and Leslie Malkin of the 


*The author is on the staff of Hibbing (Minn.) 
General Hospital. 


f This article is taken from a talk presented be- 
ore the ( pper Midwest Blood Bank Association, 
Minneapolis, Minn. 
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By Helen Turk, M.T. (ASCP) * 


Blood Center at Mount Sinai Hos- 
pital in Chicago. 

Using their formula, blood is 
collected and preserved with an 
equal amount of preservative solu- 
tion under sterile conditions and 
stored in a_ refrigerator. Small 
aliquots of the blood can be washed 
with saline, and used as fresh cells 
each day. The composition of the 
preservative solution is as follows: 

1.53 gm. dextrose 
10.00 gm. lactose 
100.00 cc. AB serum 

1.38 gm. sodium citrate 

0.50 gm. citric acid 
100.00 cc. water. 

This chemical solution, all ex- 
cept the AB serum, is autoclaved 
at 12 pounds pressure for 30 min- 
utes. We secure the AB serum 
from a donor, drawing blood into 
a dry vacuum bottle and removing 
the serum aseptically and freezing 
it in aliquots of 10 cc. and 20 cc. 
It can also be procured from com- 
mercial sources. 


The containers and solutions 
are prepared with sterile technic. 
An equal amount of the whole 
blood to be preserved is mixed 
with an equal amount of the pre- 
servative. (For our needs we find 
that one/half to one/third of this 
basic formula is sufficient.) 


One pool contains type A! cells, 
another two type B cells, and the 
third three type O cells of varied 
and complete antigenic composi- 
tion. We secured the donors for 
the above cells among the em- 
ployees at our hospital. The War 
Memorial Blood Bank helped us 
with the typing and _ selection of 
less common antigens in the type 
O pool. 

These cells are stored in sterile 
10-cc. Vacutainers and refrigerated. 
Those in use are put in chemically 
clean, sterilized dropper bottles for 
convenient use. Old typing serum 
bottles work well and will fit into 
the various racks provided for typ- 
ing serum. They can be neatly 
labeled with the same labels used 
on the regular 500-cc. donor bottle. 


On the day of preparation these 
cells are then titrated in_ serial 
dilution, using the specific serum 
for each antigen. A separate pipette 
should be used for each serum 
dilution. At periodic intervals, the 
titrations are repeated, using the 
same serums. The cells are good 
for use as long as the titration 
value does not fall more than two 
dilutions, as compared with the 
initial titer. 

In other words, type A cells are 

(Continued on next page) 
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Hill-Rom No. 43 Recovery Bed 
meets many special needs in... 


Intensive Care Unit 
Post Operative Recovery Room 


Labor Room—Emergency Delivery Room 


Eye Clinic or Department for “EYE’’ Patients 


@ Post-Partum Recovery Room 

@ Cast Room in Orthopedic Department 


Out-Patient or Emergency Room 


Although designed to meet special needs, Hill-Rom No. 43 Recovery Bed 
is as comfortable as the hospital bed used in the patient room or unit. 
It is equipped with an adjustable Trendelenburg spring, insuring quick 
adjustment to shock or any other desired position when needed; also an 
innerspring mattress. A mattress guard at the foot end of the spring 
holds the mattress securely in place. 

Head and foot ends of aluminum or wood may be removed for easy 
access to the patient in giving treatment or 
nursing care. Full length side-guards are per- ones a) 

¢ 


manently mounted on the bed, and can be we 


raised and lowered without difficulty. Con- 
ductive rubber casters make the bed very ‘ 
easy to move around—and ideal for use in 
transferring patients to and from surgery, 
clinics, X-Ray department, etc. Wrap-around 

bumpers protect the walls and doors. 
The IV Rod is permanently stored under Manual 
the foot end of the bed and can be quickly Alice |. Price, R.N., M.A., Nurse 
Consultant for Hill-Rom, gives com- 
and conveniently placed in any of the six plete information on the care and 


. use of this and other special pur- 
locations on the bed. pose beds. Sent on request. 


HILL-ROM COMPANY, INC. « Batesville, Indiana 
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LAB continued 


titrated by making serial dilutions 
of type A serum 1:1, 1:2, 1:4, and 
so forth. If the initial titer js 
1:256, the cells are good for use 
as long as the titer with the same 
serum does not fall below 1:128, 

Our A and B cells prepared in 
this manner have lasted for as 
long as three months. The Rh 
antigens last for at least two 
months. We have not checked the 
less common antigens because of 
the rarity of serums, but Stern, 
Busch, and Malkin report very 
favorable results. 

Our A and B cells are used 
primarily to reverse-type all don- 
ors, as a confirmatory grouping 
test. They are also very useful in 
the detection of ABO incompati- 
bility studies of the newborn. 


We have used the O cells to 
screen all donors’ serum with both 
saline and Coombs technic, and 
we feel that this eliminates the 
necessity of a minor Coombs cross- 
match. 


O cells of proper antigenic com- 
position could also be used for 
the titration and screening of Rh 
antibodies in pregnant women. As 
Stern and his co-authors point out, 
they offer the advantage of being 
able to follow the same serum with 
the same cell over a period of 
time to determine any _ possible 
change in titer. 

Because our blood bank is com- 
paratively small, the need for panel 
cells is infrequent and badly timed. 
We have found it impractical to 
have rare donors of necessary anti- 
genic compositions appear regular- 
ly for donations. We now purchase 
a commercial panel of cells for 
such work. 


We do, however, feel that rou- 
tine screening of donors’ serum 
with A, B, and O cells is easily 
accomplished and is a worthwhile 
precaution. With the use of our 
preserved cells it is an economical 
procedure, and no special effort 
has to be made to procure control 
cells when we need them. We 
think the length of time that these 
cells can be preserved makes the 
method quite practical for cven 
the smallest of blood banks 
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Northwestern University School of Business graduate students in hospital administration about to enter administrative residency are pictured with 
members of the faculty. Seated, I. to r., are M. Villacorta, J. Hyden, G. Barron, S. Smith and Dr. C. Letourneau, director of the program; P. 
Langston, Laura G. Jackson, associate director of the program, and L. Spirer. First row, standing, |. to r., are Vv. O’Neal, P. Jarchow, D. Lacey, 
W. Ginn, R. Harm, P. Singha, M. Neely, C. Pierson, M. Wahiman, J. Bowen, H. Josehart and K. Kiikuni, and back row, J. Luff, E. Weber, Cc. 
Fox, P. Jones, F. Meisamer, B. Widen, D. Kelsey, D. Snyder and G. Heidkamp. 


Malcolm L. Barksdale — has been 
appointed assistant administrator, 
Humphreys County Memorial Hos- 
pital, Belzoni, Miss. 


W. H. Carrol, CPA—has been des- 
ignated business manager, General 
Hospital, Greenville. 


Max E. Dean—has been named 
administrator, Winston County 
Community Hospital, Louisville, 
Miss. Mr. Dean is former assistant 


Pictured with faculty members are University 
of Chicago graduate students in hospital ad- 
ministration. About to enter administrative 
residencies in hospitals throughout the U. S., 
are (first row, i. to r.): William Dowling, 
Richard Osius, Claude Lollar, Larry Ferris, 
Phil Smith and Aslan Gundas; (second row, I. 
to r.) Guacalda Ubilla, Norwood Dunn, Claude 
Weeks, Tom Evans, Leland Harper, Richard 
Clum and Donald Smith. Seated in the last 
row (|. to r.) are David Hatfield and Irwin 
Wilmot, faculty members; Ray E. Brown, as- 
sociate director; James Connelly, director; 
Vernon Forsman, associate director, and So- 
phie Zimmerman, ccordinator. Not in the 
Photo are Charles T. Sweeney, and Ralph E. 
Adams, M.D. 


Students of the State University of lowa 
Staduate program in hospital administration 
pose with faculty before beginning admin- 
‘strative residencies. Faculty members, seated 
at front, are Mr. Shouldice and professors G. 
Hartman, L. Gintzig and W. MeLees. Stu- 
dents are, standing |. to r., first row, J. Rus- 
sel, E. Arnett, R. Schabacker, K. Cook, R. 
Green and J. Cavanaugh; second row, G. Lar- 
Son, T. Lietzke, W. Kegerreis, R. Eggers, M. 
Holmgrain and F. Hageboeck, and back row, 


D. Bamford, W. Lillibridge, K. Ketelson, K. 


Blayney, T. Roberts and H. Houser. 
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Personally Speaking 


administrator, General Hospital, 


Greenville, Miss. 


Victor P. DiDominico, M.D. — has 
been appointed full-time director 
of medical, education, Worcester 


(Mass.) City Hospital. 


Milton A. Dushkin, M.D. — has 
been appointed medical director, 
North Shore Hospital, Winnetka, 
Ill. He is also on the psychiatric 
University 


staff, Northwestern 


Medical School and serves as psy- 
chiatric consultant to Illinois’ 
State Office of Civil Defense. 


John T. Foster—has been named 
administrator, Cyril and Julia C. 
Johnson Memorial Hospital, Stat- 
lord) Springs, Conn., succeeding 
Mrs. Nellie P. Geary, R.N., who is 
retiring. Mr. Foster was formerly 
assistant) administrator, Stamford 
(Conn.) Hospital. 
(Continued on next page) 
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For Patient 
Protection 


| 


The Posey Safety Belt 
Prevents patients falling out of bed. Cat. 
#S-141, $6.45. (Extra heavy construction 
with key-lock buckles. Cat. #P-453, $19.50 
each.) 


The Posey “V” Restraint 
A good all-purpose restraint to prevent 
patients from falling or getting out of bed. 
Particularly good for use on females as it 
does not irritate busts. Available in Small, 
Medium, and Large sizes. Posey “V” Re- 
straint Cat. No. V-958. Price $6.90 each. 


The Posey MITT 
To limit the patient’s hand activity. An 
adjustable strap attached to the mitt and 
the side rail of the spring determine limit 
of movement. Can be laundered by ordi- 
nary methods. Comfortable and prevents 
patient’s scratching, pulling out catheter, 
nasal tube, etc. Available small, medium 
and large. 


Cat. No. C-212—(both sides flexible) $6.00 
ea.—$12.00 pr. 

Cat. No. R-212—(palm side rigid) $6.30 ea. 
$12.60 pr. 


SEND YOUR ORDER 1ODAY 
And Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J. T. POSEY COMPANY 


2727 E. Foothill Blvd. 
Dept. HT 
Pasadena, California 


For further information use postcard opposite page 108. 
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A. D. Hethcock—has been named 
assistant administrator, and Rob- 
ert Easley, business manager, of 
Jefferson Davis Memorial Hospital, 
Natchez, Miss. Richard Malone is 
administrator of the 
opened hospital. 


recently- 


Halsted R. Holman, M.D. — has 
been appointed Guggenheim pro- 
fessor and executive, department 
of medicine, Stanford University 
School of Medicine, San Francisco, 
Calif. He was formerly on the staff 
of the Rockefeller Institute for 
Medical Research, New York City, 


Arthur P. Holstein, M.D.—has been 
appointed medical director, St. 
Clair Hospital, Detroit, Mich. He 
was formerly the psychiatric 
staff, Veterans Administration 
Hospital, Ann Arbor, Mich. 


A. H. Jeffers—has been named ad- 
ministrator, Lawrence County Hos- 
pital, Lawrenceburg, Tenn. 


Allen E. Leary—is now with the 
Hospital Collection Service, Savan- 
nah, Ga., having been administra- 
tor, Telfair Hospital For Females, 
Savannah, before its merger with 
the Warren A. Candler Hospital of 
that city. 


Sidney S. Lee, M.D.—has been ap- 
pointed general director of Beth 
Israel Hospital, Boston, Mass. 


Pedro Meza, M.D.—has been ap- 
pointed medical director of the 
new Mental Health and Child 
Guidance Clinic, St. Clair and 
Sanilac counties, Mich. Dr. Meza 
was formerly with the Lafayette 
Clinic, Detroit. 


- Charles F. Murphy—has been elect- 


ed to the board of directors, Re- 
habilitation Institute of Chicago. 


Sim Penton, M.D.—has been named 
superintendent, Montgomery (Ala.) 
Tuberculosis Sanatorium, follow- 
ing the resignation of Robert K. 
Oliver, M.D., who has accepted a 
like position at Hale Memorial 
Tuberculosis Hospital, Tuscaloosa, 
Ala. 


Edna M. Rockefeller — his beep 
named “Miss Nursing 0! Okla- 
homa” in recognition of her de. 
voted s« ivice to 
that static. After 
giving more 
than 30 Vears 
of uninter- 
rupted service 
to the Mus. 
kogee (Okla) 
General Hospi- 
tal, Miss Rocke- 
feller is director of nursing service 
and nursing education, Muskogee 
General Hospital president, 
District Nurses Association. 


VA Appointments 

H. Martin Engle, M.D.—hias been 
named chief medical director, Vet- 
erans Administration, Washington, 
D. C., succeeding Roy A. Wolford, 
M.D., who has retired. Dr. Engle 
was formerly manager, Hospi- 
tal, Denver, Colo. 


Hardy A. Kemp, M.D.—has been 
appointed manager, Veterans Ad- 
ministration Hospital, Atlanta, Ga. 
He was formerly director of pro- 
fessional services, Hospital, 
Portland, Ore. 


Benjamin B. Wells, M.D. — has 
been appointed assistant chiel med: 
ical director for research and 
education in medicine, Veterans 
Administration, Washington, D. C., 
succeeding John B. Barnwell, who 
has retired. Dr. Wells was formerly 
the VA's director of medical edu 
cation service. 


Deaths 


Howard Mason, M.D.—87. widely 
known in the medical profession 
for his research on glycogen, the 
animal starch used in treatment ol 
anemia, died May 8. 


Osborne A. Brines, M.D.—(06, chait- 
man, department of — pathology, 
Wayne State University College of 
Medicine, Detroit, Mich., died 
May 18. 


Lauretta Paul—58, acting adminis: 
trator, Wm. Booth Memorial Hos- 
pital, Covington, Ky., dicd April 
12. 
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The Book Corner 


THE MULTILINGUAL MANUAL FOR 
MEDICAL INTERPRETING, by Louis del 
Guercio, M.D. New York: Pacific Print- 
ing Company, 1960. $4. 160 pp. 


“No hablo espanol” is calculated 
to turn into “si,” and frustrations 
of both clinicians and patients 
should diminish with the aid of 
this spiral-bound key-tabbed man- 
ual. 

Developed to break the language 
barrier, the booklet offers 100 
questions dealing with the pa- 
tient’s illness in six different lan- 
guages — French, Spanish, German, 
Italian, Polish, and Russian. The 
manual is compartmentalized ac- 
cording to language, each 
question is repeated in three forms: 
English, the foreign language, and 
a phonetic transliteration. 

If the patient can read his na- 
tive language, the doctor can mere- 
ly point to the questions he wishes 
answered. All questions are para- 
phrased to be answered by a “yes” 
or “no” gesture. 


FOOD SERVICE IN INDUSTRY AND IN- 
STITUTIONS, by John W. Stokes. 
Dubuque, lowa: Wm. C. Brown Co. Pub- 
lishers, 1960. $8. 261 pp. 


Filled with supplemental pictures, 
charts, sketches, this book is the 
first published text entirely devoted 
to a detailed explanation of food 
service as it should be conducted 
in hospitals, schools, colleges, and 
industrial plants. 

The author, John Stokes, is a 
teacher and food service consultant, 
and was for many years president 
of a large food service enterprise. 
(See December 1959 Topics for 
an article on controlling food costs 
by Mr. Stokes.) 

Business institutional ad- 
ministrators will find valuable 
data and standards by which to 
measure and improve the feeding 
of employees and others in the 
practical considerations and proce- 
dures for setting up and _ success- 
fully operating food services that 
this volume offers. 


Dealing with hospitals, schools, 


JULY, 1960 


governmental installations and 
other institutions, the book is so 
written as to be an excellent text- 
book for classes in institution man- 
agement, hospital management, 
and hotel and restaurant manage- 
ment. It is enhanced by the dozens 
of photos of equipment, kitchens, 
and food-service areas. 


Sample chapter titles: objectives 
and policies; the food service or- 
ganization; layout and equipment; 
illumination maintenance; sanita- 
tion and safety; organization; con- 
trol of food, labor, and other costs; 
operating statements and budgets; 
regulations affecting food service. 
Indexed. 


y 
CURATIVE RELIEF 
FOR VARICOSE AND # 


POST PHLEBITIC, 
SURGICAL 
LEGGING 


e 
CONTROLS, ACTIVATES 
DAMAGED VEINS AND TISSUES 


The AERO-PULSE LEGGING has proven to 
be highly effective. In many cases patients 
previously incapacitated or seriously limited 
in activity are now able to return to normal 
living. 

AERO-PULSE LEGGING is also useful as a 
preventive measure. By overcoming the 
venous stasis and driving out the excess of 
stagnant lymph, it reduces the potential dan- 
gers always present under these conditions. 


CONSTRUCTION IS SIMPLE 


AERO-PULSE LEGGING is made of canvas 
which closes snugly from heel to knee. This 
legging holds a butterfly-shaped, air-inflated 
rubber bladder in a pocket of the inner side. 
The entire lower leg is encased in a light, 
comfortable legging which can be worn 
during almost any normal activity. Its prin- 
ciple is such that walking is beneficial rather 
than harmful. 


THE ACTION OF AERO-PULSE SURGICAL LEGGING 


A relatively non-elastic sheath is provided for damaged veins. A pulsating pressure is 
produced in the legging as the calf muscles expand and contract during walking. This 
action literally pumps the stagnant blocd and lymph in the superficial veins back to 
the heart. Fresh blood again reaches the affected areas; excess of extra-cellular fluid 
is eliminated; infection-favorable environment is no longer present, and healing occurs 
rapidly in most cases. 


legging closes snugly by 
means of slide fastener. 


Simple pump and valve pro- 
vide exact pressure required. 


Write for complete literature. 


JOHN 
BUM 163 ASHLAND AVE BUFFALO 22, 
ec we ipment, 
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For further information 
on any of the products, 
please check the Buyer's 
Guide number on the 
reply card opposite page 
108. 


900. Atmosphere monitor 
New atmospheric-particle counting in- 
strument presents, on strip-chart record- 
er, permanent record of aerosols present 
in an over-all range from 0.3 microns 
to any desired upper limit. Stability 
problems are eliminated by the fact that 
the unit is continuously self-calibrated. 
Counting rate is 1,000 particles per min- 
ute, with a one percent coincidence loss 
at standard flow rate of 100 cc. per 
minute. Alarm system can be set for 
remote indication of particle concentra- 
tions in any of the 15 monitored sub- 
ranges exceeding a predetermined maxi- 
mum. Royco Instruments, Inc., 365 San 
Antonio Rd., Mountain View, Calif. 


901. Invalid walker 


New walker with exclusive automatic 
brake will not run away from patient 
when he rises or sits down on seat, bed 
or chair. Sitting on the folding seat, 
patient can move about by propelling 
the walker with his feet, assuring a 
feeling of security in the most severe 
cases. Brake, easily applied by even 
the most feeble patient, increases inde- 
pendence, minimizes need for attendant. 
Sundberg Instruments, Inc., 603 W. 
Ninth St., San Pedro, Calif. 
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902. EKG Sol 
New 38-oz. dispenser 
unit for refilling the 
5-oz. and 214-02. units 
of EKG Sol cuts cost 
approximately 50 per- 
cent. Product descrip- 
tion brochure’ on 
request. Burton, Par- 
sons & Co., Washing- 
ton 9, D. C. 


903. Coating 

New water-like fluid 
makes smooth paint 
surface so slick that 
dust and dirt cannot 
cling to it. Concen- 
trate is mixed one 
part with 14 parts 
water sprayed, 
brushed, roller-coated, 
mopped, or wiped on 
clean interior or ex- 
terior painted surface 
as thinly as possible. 
Within 15 minutes, 
hard transparent coat- 
ing has formed that 
sheds dust and dirt, 
allows easy smudge 
removal. DuPont, 
Wilmington, Del. 


opposite page 108. 


CLS. 


904. Ultrasonic cleaner 


New “diSONtegrator’” System Forty 
ultrasonic cleaner, claimed to be the 
first of its kind available at less than 
$100, will disintegrate more than 50 
different kinds of solids or contaminants 
in seconds. Model has a powerlul 10-watt 
generator with an output of 90,000 
cycles per second. Cabinet measures 10” 
long, 8” wide, 534” high, and features 
only one control knob, a simple push- 
pull regulation throttle. Consumes no 
more current than ordinary light bulb. 
Ultrasonic Industries, Inc., 141 Albert- 
son Ave., Albertson, L. I., N. Y. 


RETICLE 
PATTERN 


905. Pocket microscope 
Accurate, well-made measuring pocket 
microscope no larger than a fountain 
pen measures and examines objects 
under 50X magnification. Glass-etched 
reticle is calibrated for measuring 1/10” 
by .001 divisions; estimates to 
can easily be made. Readings may be 
made direct from reticle — no <alcula- 
tions necessary. Chrome reflector at base 
of instrument reflects light on object 
being examined. Edmund Scient \ic Co. 
Barrington, N. J. 
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906. Mobile feeding unit 

New unit, a sturdy lightweight 
high chair, rolls smoothly on nylon 
bearing wheels for easy maneuver- 
ing through narrow corridors and 


doorways. Large three - position 
tray quickly detachable with one 
hand by adult, features safety lock 
which prevents its removal by 
child. Heavily padded seat and 
backrest; easy-to-clean chrome steel 
frame and vinyl fabric. Roomy 
basket below for books and _ toys; 
pushing bar, safety belt, and brake 
are standard equipment. A. E. Pe- 
terson Mig. Co., 700 Allen Ave., 
Glendale 1, Calif. 


907. Feces container 


New disposable polyethylene feces 
container 114” in diameter is sup- 
plied complete with individual 
spatula in an outer envelope to 
make a self-contained unit. Con- 
tainer of opaque black polyethylene 
msures no breakage or leakage. 
Snugly fitting friction cap keeps 
contents damp and free from chem 
ical change. May be incinerated 
after use. Busse Plastics, 64 East 
8th St.. New York, N. Y. 
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908. Kick bucket 

Lenox kick bucket, which features 
an increased floor spread to  pre- 
vent tipping, is fabricated entirely 
from non-magnetic stainless steel. 
Electrically - conductive rubber 
bumper encircles lower portion of 
unbreakable carriage; joints in car- 
riage and pail are welded to elimi- 
nate dirt-trapping crevices and 
allow easy maintenance of asepsis. 
Four 2” electrically-conductive rub- 
ber swivel casters. Blickman, 
Inc., 8400 Gregory Ave., Weehaw- 
ken, N. J. 


909. Record storage file 
Storage file that pops open for im- 
mediate use and folds flat for space- 
saving storage and reuse has new 
features for added efficiency and 
economy in semi and inactive rec- 
ord retention. Designed for shelv- 
ing or stacking one on another, file 
utilizes full floor-to-ceiling space, 
provides easy accessibility. Fabri- 
cated from heavy corrugated board 
which forms a box within a box, 
file has true eight-corner, double- 
wall, unusual rigidity and stacking 
strength. Light, durable and port- 
able. In several sizes for legal-size 
papers, charts, merchandise, office 
supplies and other bulky items. 
The Paige Co., 114 East 32nd St., 
New York 17, N. Y. 


910. Emergency power 

Designed to provide emergency 
AC power automatically in- 
stantly in event of power line fail- 
ure, unit comes in five standard 
sizes with 60-cycle, 110-volt outputs 
from 40 to 150 watts. Completely 


automatic operation; special re- 
placeable-cell, high-amperage in- 


dustrial storage battery is kept fully 
charged automatically. Sentry-Lite 
Division, Scranton Cellomatic Bat- 
tery Corp., Archbald, Pa. 


911. Electric can opener 
New commercial automatic electric 
can opener, for institutional use, 
has stainless steel case and stand. 
To operate, handle is raised, can 
placed position, and handle 
lowered to start cutting process. 
When can has been opened, unit 
turns off automatically. Removable 
stainless steel magnet bracket holds 
can lid in position alter cutting to 
keep it from falling into open can. 
Each unit shipped with extra cut- 
ting wheel and small cleaning 
brush. Cory Corp., 5200 W. Peter- 
son, Chicago 45, II. 
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SAVE HUNDREDS OF DOLLARS 


PER YEAR IN COSTLY. 


with instruments. 


RUSTING DURING 


RINSE CYCLE 


Ct water 


"Sp 
FEDS pryinc 


Duces spPoTTING” 


LORVIC 


DECALCIFIER 


FOR FAST, EFFICIENT CLEANING OF 
STERILIZERS, AUTOCLAVES & VAPORIZERS! 
Just add 2 to 1 vial Decalcifier to one 
pint of hot water. Soak equipment 15 or 
20 minutes and flush. No dangerous acid 
fumes ..Easy to measure dosage ..Harm- 
less to equipment. No rubbing or wiping. 


Box of 6 32-gram Vials — $450 


INSTRUMENT REPLACEMENT! | 


NOW... you can Autoclave ANYTHING 


including instruments of CARBON STEEL 
WITHOUT DANGER OF RUST!!! 


LORVIC VAPOR PHASE RUST INHIBITOR 


Prevents oxidation by ATMOSPHERIC CHANGE! NOT an emulsion 
or a silicone . . . NOT sprayed on instruments. SIMPLE, SAFE, 
EASY TO USE. For packages of instruments, spray on wrapper. 
For unwrapped instruments, spray a cloth or towel and autoclave 


| 


il 


PATENT PENDING 


PREVENTS OXIDATION 

AL INSTRUMEN “ 

OcLaves AND OTH 
STERILIZERS BY 


"WOSPHERIC CHANG! 


“ond scalpel blades 
without danger 


$750 per 10 oz. bottle 


$700 per bottle 
in cases of 6 


i 


AVAILABLE SOON IN 
SIX OUNCE BOTTLES 


TO PREVENT RUST DURING WASH AND 
RINSE CYCLES—and in HOT WATER STERILIZERS . . . 


Lorvic RINSE 


Prevents Rust . . . Reduces Spotting . . . Speeds Drying 
Time . . . Dissolves Quickly . . . Efficient in both Hard 
and Soft Water . . . Economical. 


$350 per 18 ounce can $325 per can in cases of six 


GERMICIDAL CONCENTRATE 


Containing benzalkonium chloride. For cold steriliza- 

tion of surgical instruments. KING SIZE ACTION at 

Ks a PINT SIZE PRICE. Each 8 oz. Bottle makes 24 

e = Quarts. Easy to measure. Anti-Rust Tablets included. 
, Accepted by the AMERICAN DENTAL ASS'N. 


8 ounce Bottle — $700 


ORDER FROM YOUR DEALER—NOW! 
The LORVIC CORPORATION 
5553 EASTON AVENUE 


Canadian: Distributor: 
PROFESSIONAL SALES CORP. 
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912. Expanded scale 
thermometer 


Accurate, durable expanded scale 
thermometers utilize the Beckman 
expanded scale meter as the basic 
unit in models ranging from bat- 
tery-powered, portable styles to pan- 
elmounting instruments. Accuracy 
to + 0.5C is available for tempera- 
tures from 0°C to 200°C and stand- 
ard expansions of + 25°C maximum 
or +10°C minimum. Input voltage 
for pane] mounting models is six 
volts minimum, AC or DC; maxi- 
mum power dissipation on all 
models is 1/10 watt. Helipot Divi- 
sion, Beckman Instruments, Fuller- 
ton, Calif. 


913. Baseboard scrubber 


New No. 4MM-102 baseboard 
scrubber is designed to scrub and 
scour baseboards, mouldings, and 
floor edges in one operation. Cleans 
hard-to-reach corners and crevices. 
Has six rows of resilient palmetto 
fibers—17 tufts to each row—which 
femain strong and rigid wet or dry. 
Fibers are wire stapled into and 
extend 2” out of hardwood block 
x 234". Scrubber has two 
threaded handle holes. Fuller 
Brush Co., East Hartford 8, Conn. 
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914. Lightweight bucket 
New bucket enables safe shipping 
of whole blood and_ biologicals, 
with built-in provision for ice or 
dry-ice refrigerant. Of styrofoam, 
container may be reused a number 
of times. Insulating efficiency pro- 
tects shipments for 36 hours, using 
ice; for 24 hours, using dry ice. 
Capacity is 500 cc. of blood, some- 
what less for vialed materials. Re- 
frigerant is placed in bottom, 
secured by removable styrofoam 
disc. Shipment is placed in top 
compartment, secured by second 
disc, and lid pressed on. Complete 
with shipping box, label, sealing 
tape. Bucket is 8” in diameter, 9” 
high; the corrugated container is 
Archer - Reed 
Co., 23874 Kean St., Dearborn 7, 
Mich. 


915. Litter bag 

Stick-on litter bag, 6”x3”x11”, is 
made of green flame-resistant pa- 
per, and stands as square box when 
open. Patented tuck-in flaps assure 
wide opening, effective closing. 
Self-stick patch adheres to any sur- 
face without marking or damaging. 
Ideal for patient’s bed or table; 
safe even for cigarette ashes. Can 
also be used as standing waste bas- 
ket. Klean Bag Co., 64 E. 8th St., 
New York 3, N. Y. 


AR. 
916. Dental unit 


New model is designed to provide 
for a more compact relationship 
between the unit and chair, reduc- 
ing amount of floor space needed 
and increasing efficiency in opera- 
tional procedures. Notched cuspi- 
dor arm permits the cuspidor to 
be moved closer to chair; variable 
speed Airotor has been built into 
the Instru-Matic assembly for maxi- 
mum accessibility, and both the 
ultra speed Airotor and conven- 
tional high-speed handpiece are 
actuated from the same foot con- 
trol. Warm water is immediately 
available at the burr. Available 
with a number of variations which 
adapt the unit to specific require- 
ments. Ritter Co., Rochester, N. Y. 


917. Ashtray chair 


Two chair models — 1155 and 1175 
— are available with metal ashtrays 
attached to back. Trays can easily 
be detached by sliding out of metal 
glides for emptying, cleaning and 
storing when chairs are not in use. 
Eliminate movable ashtrays, and 
hazards of ashes dropped onto floor. 
Ohio Chair Co., Youngstown, O. 
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918. Whirlpool bath 
Prolessional-type whirlpool bath for use 
in patient’s home is easily portable, and 
is so designed that all electrical and 
major driving mechanisms remain out- 
side the tub and water. Compact, non- 
electrical agitator head creates necessary 
turbulence and flow in water. Suction 
cup mounts provide lor changing posi- 
tion of agitator head in tub, changing 
whirlpool effect as well as focusing on 
the part of the body to be treated. Casing 
covered with Formica; equipped with 
heavy-duty motor; immersible parts high- 
ly resistant to rust or water damage. 
Aqua-Spa Corp., 855 Sixth Ave., New 
York, N .Y. 


919. Foot guard 

New protective foot guard, Podo-Shield, 
is designed to protect the forefoot, espec- 
ially the toes, from painful contact and 
further injury. Can be used where a cut 
shoe is indicated following fracture, dis- 
locations, and where continuous wet- 
dressings are necessary. Can also be used 
with post-surgical wooden-soled sandals. 
Can be worn on either foot; lightweight, 
easy to attach. In open model, or with 
flanges on sides, in three sizes. Universal 
Products & Techniques, Inc., 140 N. 
Robertson Blvd., Beverly Hills, Calif. 


920. Suture 
New suture package 
may be easily opened 
and handled; no scis- 
sors, no broken glass. 
Suture is in a drawn 
packet of foil web; 
package is completed 
by adding alcohol and 
heat-sealed printed 
top. Entire package is 
sterilized by electron 
beam. Three dozen 
packets are placed in 
glass jar which con- 
tains alcohol-formal- 
dehyde solution to 
keep outside sterile. 
Ethicon, Inc., Som- 
merville, N. J. 


921. Cleaner 
Drain pipe opener is 
now available in liq- 
uid for greater effec- 
tiveness, easier hand- 
ling. Quickly dis- 
lodges slime, grease, 
hair, coffee grounds, 
other trouble makers. 
In reusable, non- 
breakable plastic 
bottle. Huntington 
Laboratories, Hunt- 
ington, Ind. 


98 For further information use postcard opposite page 108. 


922. Utility truck 

New lightweight, free-wheeling folding 
truck has five-bushel capacity white can- 
vas bag made of 10-0z. duck suspended 
within the tubular steel frame by six 
brass grommets. The washable cargo bag, 
18 x 22x 27”, has drawstring top which 
closes for easy removal. Unit folds to 
compact 4 x 24x 38”. In baked blue en- 
amel or electro-galvanized finish. White 
Mop Wringer Co., Fultonville, N. Y. 


923. Count ratemeter 


Count linear count ratemeter is designed 
for measuring any function characterized 
by varying rate flow, is ideal for blood 
circulation studies. Diffusion of injected 
radioactive material may be traced or 
measured precisely, using a G-M scintil- 
lation or proportional counter detector. 
Six counting ranges and five time con- 
stants may be selected by panel control. 
A connector is provided for a graphic re 
corder. Circuit is said to be so stable 
that a zero control is unnecessary; only 
two minutes warm-up time required for 
full stability. Dimensions: 1512 x 2012 * 
10”; design objective is 20,000 hours of 
trouble-free operation. Nuclear Measure 
ments Corp., 2460 N. Arlington Ave. 
Indianapolis 18, Ind. 
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924. Electro-hygrometer 

New instrument permits direct readings 
of relative humidities simultancously 
from as many as six different locations. 
Readings, obtained by simple turn ol 
knob, are claimed to be within plus or 
minus 5°, accuracy. Humidities can be 
measured under temperature conditions 
ranging from 32°F to 180°F. No water 
connections, no conversion charts or 
thermometers required. Labline, Inc., 
3070-82 W. Grand Ave., Chicago 22, III. 


WARM AIR 


925. Washex toilet seat 


A new concept in personal hygiene, 
Washex is automatically operated by 
simple push-button or foot-switch. Safe, 
sanitary and fully hospital-tested, it 
gently cleanses the rectal and vaginal 
areas with a warm (90°-95°F.) water 
spray. Thorough drying with warm air 
takes only seconds, helps eliminate 
perineal and hemorrhoid _ irritations, 
cross-infection, and other problems 
sulting from use of toilet tissue. Foot- 
switch model is ideal for upper arm 
amputees and other handicapped per- 
sons; for use during postoperative and 
obstetrical care, in proctology and geri- 
atrics and with mentally incompetent 
Patients. ‘Temperature, air and water 
spray pressure automatically controlled; 
Water and air heated only when seat is 
Muse. \merican Hospital Supply Corp., 
2020 Ridge Ave., Evanston, II. 
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926. Paper cup 
Additional sizes ol 
Griptite lid series are 
available, bringing 
total number to 16. 
Opaque plastic lid 
offers ease of applica- 
tion and better reten- 
tion plus write-on sur- 
face. Lily-Tulip Cup 
Corp., 122 E. 42nd St., 
New York 17, N. Y. 


on 


gw THE DISPOSABLE 01s) 


Weight 15 


LIQUID 
SURGICAL 


927. Soap 
Germa-Medica liquid 
surgical soap with 
hexachlorophene is 
now available in 15- 
oz. aerosol dispenser 
can. Since soap is re- 
leased from its origi- 
nal container, aseptic 
control is rigid. Rec- 
ommended for surgi- 
cal scrub, bathing 
infants, aseptic shav- 
ing, preoperative 
prepping. Hunting- 
ton Laboratories, 
Huntington, Ind. 


928. Linen shelves 


Open steel rod construction of Erecta- 
Shelf lets in light and air to keep linens 
fresh. Wide, unobstructed foot-and-a- 
half-deep shelves permit orderly, easy- 
to-handle stacking arrangements. Identi- 
lying tags snapped into shelf fronts add 
to efhciency. Shelf, which assembles 


quickly without nuts, bolts, and special 
tools, adapts to size and shape require- 
ments; additions may be made in any 
direction to increase facilities. Metro- 
politan Wire Goods Corp., N. Washing- 
ton St. and George Ave., Wilkes-Barre, 
Pa. 


929. Medication tray 
New Carry-Safe medication tray for 
transporting and dispensing patient 
medications is practically designed 11x 
16” anodized aluminum tray that is 
lightweight and easy to carry. Has spaces 
for medicine cups, hypodermic syringes, 
and identifying cards, and holds all se- 
curely. Eliminates danger of mix-up 
because of accidental jolting or tilting. 
Available in two styles: a combination 
that holds 18 medicine cups and four 
syringe racks; standard style with space 
for 24 medicine cups. Each space is pro- 
vided with slot in back to hold medicine 
card. Will Ross, Inc., 4285 N. Port 
Washington Road, Milwaukee 12, Wis. 


For further information use postcard opposite page 108. 99 


——, 
zed 
ood 
ted 
or 
itil- 
tor. 
on- 
rol. 
ble 
nly 
for 
X- 
of 
re- 
e., 
7 


STERILIZER 


ERIE+PENNSYL VANES 


World’s largest designer and’man ufaaturer 
of Sterilizers, Surgical Tables, Ligh 
and Related Equipment 


Light 


for the surgeon’s 
highest skill 


Dv-22—E A new and significant advance 
. an the dual video concept 


The probing integrity of Amsco’s surgical lighting research... 


which originated the now-routine dual video concept ... 
currently validates still further advances of significant 
benefit to the surgeon, his patient and the operating team. 


new “Lumitrol” filter absorbs heat-producing infra-red rays and 


transmits natural, color-corrected light of the highest 
surgical quality yet attained. 


new 9-foot extruded aluminum twin tracks for maximal coverage 


of the operating table... are ceiling mounted and designed 
to minimize dust dispersal. 


n ew Lightweight “‘Rotoflex”’ arms increase “head space’’ around 


the table; permit circulating personnel to position lights in 


all planes} easily and accurately. (““Pinpoint” positioning 


by the sufgeon himself continues to be accomplished with 
the patented sterilizable handle centered in the light beam.) 
Soundly engineered and manufactured with traditional 
Amsco precision, the DV-22E adds sturdy dependability and 
flawless function in further support of the surgical team. 


Write for technical bulletin LC-165. 
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930. X-ray tube 

Versatile new 150,000-volt diagnostic x-ray tube makes 
possible advanced technics using substantially less 
radiation. With the Dynamax 50, high definition 
pictures can be made with use of either conventional 
technics or image-amplifying system. It can be used 
with any of three different insert tubes: the new grid- 
controlled insert tube provides precise exposure con- 
tol; ultra high-speed tube permits greatly improved 
ratings so that high-energy, short-time exposures can 
be used; the conventional double-focus insert tube 
can be used for studies of gastrointestinal system with- 
out damage to tube. Raytheon Co., Waltham 54, Mass. 


931. Marking material 
Mactac, new marking material for roads and floors, 
can be applied without brushes or special tools at 
savings claimed to be up to 50 percent. No drying 
time necessary. Tough vinyl-type material has_pres- 
sure-sensitive backing, so thin it becomes part of 
material to which it adheres. In bright white or 
yellow, in standard rectangular strips, sheets or rolls. 
Morgan Adhesives Co., 4560 Darrow Rd., Stow, O. 


932. Dormitory bed 


All-metal dormitory and guest beds 
are available in company’s new line. 
Dormitory and guest beds come in 
the following styles and sizes: full 
panel high-back; full panel low-back; 
and semi-paneled, all 36” wide. The 
guest beds are available in twin size, 
39” wide, and in double-twin size, 
54” wide. All have the new slim 1/18 
square tube frame construction. Bed 
end corners are softly rounded for 
pleasing appearance. All-welded con- 
struction. Pastels or two-tone combi- 
nations. Royal Metal Mfg. Co., One 
Park Ave., New York 16, N. Y. 
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933. Nursing-service unit 

New intensive-care nursing and service unit for re- 
covery rooms has been developed to bring to the side 
of beds and stretchers all facilities needed for special 
care. “Iwo patients can be served simultaneously from 
the ceiling-mounted unit which telescopes downward 
when needed, and back up when not in use. Station 
brings all supply lines, oxygen, vacuum, and electric- 
ity directly to bedside. Standard blood-pressure ap- 
paratus is mounted in center and can be rotated from 
side to side. Emergency signal switch enables nurse 
who cannot leave patient to call for help. National 
Cylinder Gas Division, Chemetron Corp., Chicago, III. 


934. Improved chloroform 

Ultra-pure chloroform is newest addition to company’s 
line of “Spectranalyzed Grade” solvents developed to 
expedite spectrophotometry, chromatography, special 
synthesis and sensitive extractions. Residue in the 
chloroform is held to a maximum of 0.00005°%. To 
detect impurities, a 10-cm. cell is used to measure 
absorbance. Available in quarts and gallons, six to 
the pack. Fisher Scientific Co., 444 Fisher Bldg., 
Pittsburgh, Pa. 
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Septicort 
Cat. No. P9996 


Isolate Contaminated Articles in the O. R.—New Aloe Septicart 
is a mobile receptacle for the systematic collection, immediate isolation, and removal 
of all contaminated material in the operating room. It is easily moved to points 

of collection and quickly withdrawn on easy-rolling casters. Septicart is fitted with 
a leak-proof polyethylene bag of large capacity to hold soiled linens. Solution tank 
of stainless steel has removable stainless steel basket to receive all discarded 
instruments. Below the instrument tank is a receptacle for soiled dressings, etc. 

to be discarded; fitted with a leak-proof polyethylene fold-over bag. Below the 
glove receptacle is a utensil receptacle, also fitted with a leak-proof 

polyethylene bag for easy removal. The red color of the bags serves as a 

warning code denoting contamination to all who handle. 


Stand Kick Bucket Kick Basin 


Anesthesia Cabinet—P9949 Anesthetist’s Stand —P9937 Instrument Tables Curved Instrument Tables Mayo Rack—P9920 Solution Stond=" 
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Most Rigid 0.R. 


Aluminum and stainless stee/ for superior conductivity, easy-to- 
clean, aseptic construction. Distinctive style, superbly functional 


Alumiline operating room furniture is an Aloe 

exclusive development. Designed and _ fabri- 
4 cated entirely in our own factory, it has been 
é given special features which make it uniquely 
fitted for use in the surgery. 


Distinctive — Design-Coordinated 

The graceful, distinctive, square-tube frames 
provide the strength and pleasing unity of de- 
sign which are characteristic of the entire 
line. Alumiline is completely functional—every 
unit has been developed to serve a definite 
purpose with maximum efficiency. As a group, 
Alumiline is design-coordinated to meet the 
stringent functional demands of modern sur- 
gical technics. 


Maintenance-Free Construction 
Stainless steel and aluminum are combined 
to give permanent protection against corrosion 
and rust. Sturdy, welded construction assures 
lasting rigidity; exclusive H-frame cross brac- 
ing at the lower part of the unit provides 
unusual strength. In contrast to ordinary bolted 
construction, Alumiline will remain rigid per- 


k Basin 
9916 Stools—P9925—P9927 Linen Hamper-—P9970 Utility Stand—P9943 


Selution Stand—P9965 


Sponge Rack—P9995 Instrument Stand—P9955 
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manently and will therefore last many times 
longer under the hard conditions of daily 
institutional use. 


Aluminum parts are chemically oxidized 
and finished to retain a permanently smooth 
surface that is easy to clean and will never 
tarnish in normal use. 

The stainless steel used in Alumiline has 
a No. 4 Satin finish, which reduces glare and 
shows no finger prints. The light weight of 
Alumiline permits easier handling; causes less 
damage to hospital floors. 


Electrically Conductive 

Because of superior conductivity, aluminum 
and stainless steel are the preferred materials 
for use in the O. R. Alumiline in the operating 
room forms an important link in your chain 
of precautions against explosion hazards of 
static electricity. 

With the naturally conductive aluminum 
and stainless steel construction, conductive 
casters complete the cycle of safety measures 
that make Alumiline safe for use in the pres- 
ence of anesthetic gases. 


Write or see your Aloe Representative for com- 
plete information. 


OUR 100TH 


World’s Foremost Hospital Supplier 


A. S. ALOE COMPANY 


DIVISION OF THE BRUNSWICK-BALKE-COLLENDER COMPANY 
1831 Olive Street, St. Lovis 3, Mo. 


16 FULLY STOCKED DIVISIONS COAST-TO-COAST 
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935. Disposable oxygen tent 


Low cost, disposable oxygen tent, which can be used 
once and discarded, was designed to eliminate dis- 
agreeable, time-consuming job of sterilizing tents. 
Made of heavy polyethylene, tent fits all standard 
Mist O, Gen oxygen tent frames. Immediate disposal 
after use reduces staph infection carryover and trans- 
ferral. Mist O, Gen Equipment Co., Oakland, Calif. 


936. Universal typewriter ribbon 

Designed to perform all typing jobs, outwear three 
ordinary ribbons and fit nearly every make of type- 
writer, new product will be marketed under brand 
names “Nu-Kote” and “Encore.” First fabric ribbon 
developed that will record both black and red for 
correspondence as well as for offset and heat transfer 
duplicating processes, such as Multilith and Thermo- 
Fax. Ribbon produces an extremely sharp black im- 
pression; will write more than half-a-million words 
without losing its clarity. Nu-Kote will be mounted 
on new spools that will fit more than 140 different 
portable, standard and electric machines. Ribbon 
combines new ink formula with ultra-thin, high- 
strength fabric. Burroughs Corp., Detroit 32, Mich. 


937. Tilt-a-Bed 


Lifting a handle and rolling the extra 
set of legs into place elevates either 
head or foot end of the Sertapedic-’59 
Sleep Set five-and-one-quarter inches. 
Angle sleeping, recommended by phy- 
sicians in treatment of some circula- 
tory, postural and cardiac conditions, 
is made possible by the Tilt-A-Bed 
action. When not in use, the handles 


€ 


938. Custom-built TV 

GE 17” designer TV set is suited to hospital use be- 
cause of compact design and high performance char- 
acteristics. Especially developed stand fits underneath 
foot of bed, eliminating trafic hazards, and_ special 
remote control provides patient with on-off and vol- 
ume control plus speaker selector switch. Latter gives 
choice between using set speaker or small speaker 
incorporated into the remote control unit, or both. 
All controls are on front of set; safety screen is per- 
manently dust sealed; high impact polystyrene cabi- 
net. General Electric, Syracuse, N. Y. 


939. Corrective clock system 

New clock system with a 12-hour corrective range 
synchronizes and corrects all secondary clocks and 
time clocks once an hour, with an hourly corrective 
plus a 12-hour correction twice a day. All clocks can be 
set to the correct time at any period of the day from 
a central location; system can operate time recorders 
without an auxiliary relay device, as wel] as time 
stamps and program controls. Cincinnati Time Re 
corder Co., 1733 Central Ave., Cincinnati |4, O. 


and extra legs fold compactly against 
the frame, permitting use of regular 
bed linens and spreads. Can be used 
with or without a headboard. Oper- 
ates with minimum of physical effort. 
Serta Associates, Inc., Chicago, Ill. 
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940. Manifold Control 

New booklet describing manifold 
control unit for hospitals, which 
ontrols oxygen supply cyl- 
inders, is available. Pictures and 
drawings show how the unit can 
be mounted to control manifolds 
of varying sizes and arrangements; 
operation and safety features are 
outlined. Booklet also describes 
completely automatic operations of 
the control, including its ability 
io switch service bank to 
reerve bank of cylinders with no 
line pressure fluctuation. National 
Cylinder Gas Division, Chemetron 
Corp., 810 N. Michigan Ave., Chi- 
cago 11, 


DUO-VAC 


THE 
DUAL PURPOSE INTERMITTENT 


AND CONTINUOUS 
Drainage Pump 


© Mild — Automatic 


© Dependable — 
Economical 


© 90-250 M.M. Mer- 
cury 


Displacement 4 
Liters P.M. 


® Quiet Operation 

@ Controlled Suction 
© Compact — Mobile 
© 110 V. 60 Cycles— 


ALC. Only 

D.V. 120 White id 
Enamel Finish 

Stain- \ 
ess Stee! Cab- | 
inet and Shelf, oo) ¢ 
Chrome Stand. } 

Model D.V. 120 


Prices, Etc., Write Dept. D.V.T. 


D. A. KADAN CO., Inc. 


YONKERS, N. Y. 


JULY, 1960 


FILMS, NEW LITERATURE 


941. Nitrogen Analyzer 
Six-page bulletin describes new 
automatic nitrogen analyzer, in- 
cluding product data and applica- 
tion information for the instrument, 
which is fully-automated method of 
performing the micro-Dumas_ pro- 
cess of nitrogen determination with- 
in 15 minutes. Coleman Instru- 
ments, Inc., 42 Madison St., May- 
wood, II]. 


942. Lab Glassware 

New 10-page booklet describes line 
of Vycor laboratory ware. Includes 
detailed descriptions; applications, 
and prices. Illustrated with line 
drawings. Burrell Corp., 2223 Fifth 
Ave., Pittsburgh 19, Pa. 


943. Vacuum Pump 

New 12-page, two-color bulletin 
describes recently expanded 2 stage 
pump line. Includes complete de- 
scriptions, performance curves spe- 
cification charts, application data; 
price and ordering information. 
Precision Scientific Co., 3737 W. 
Cortland St., Chicago 47, Hl. 


944. Safety Enclosure 

New two-page bulletin describes 
newly designed stainless steel clear- 
view sloping-front safety enclosure. 
Can serve as low-intensity dry box 
for radioactive or poisonous ma- 
terials; controlled atmosphere en- 
closure for the safe handling of 
hazardous materials in physical 
chemistry; a microbiological safety 
enclosure for handling infectious 
micro-organisms, live viruses, or 
contaminated animals. Illus. S. 
Blickman, Inc., 8400 Gregory Ave., 
Weehawken, N. J. 


S B and 
olves Your 


BE SURE to see 
it at BOOTH 1637 
in San Francisco 


f ier’s 


PHOENIX, ARIZONA 
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How is it 
that 


TENSOR 


Elastic Bandages 
provide 

such 

effective 
compression 

at such a 

low daily cost 


An exceptionally strong weave... 
heat-resistant live rubber threads which 
assure equal pressure over large and 
unequal areas... positive stretch that 
resists the effects of sterilizing, machine 
washing and drying... plus plastic tips 
to avert pressure points and unravel- 
ing. These are improvements that have 
come from 40 years of elastic goods 
development by Bauer & Black. 
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Changes Take Place 
At Mead Johnson 


Earl T. Lewis, M.D., has been ap- 
pointed medical director of clinical 
ieearch, Mead Johnson & Co, 
William H. Derbins has been 
promoted to director, product 
management department, nutri- 
tional and pharmaceutical division. 
He was formerly group director 
lor formula products. 


American Cyanamid 

Adds To Sales Force 
Representatives who recently 
joined American Cyanamid Co.'s 
wgical products division sales 
ioe, are: John R. MacDonald, 
who will cover southern California; 
Donald G. Provost, Minneapolis; 
frank T. Robertson, Virginia and 
West Virgnia; John J. Spillane, Jr., 
New York; George Parker, Okla- 
oma, and Jacob W. Hoover, the 
Northwest states. 


News from American 
Hospital Supply Corp. 

Harold G. Philippi has been 
tamed vice-president of the newly- 
eated American Hospital Supply 
division of Hoffman-Pinther & 
Bosworth, S.A., Mexico City. In 
Canada, negotiations have been 
‘completed for the merger of busi- 
hess Operations of Canadian Lab- 
ratory Supplies, Ltd., (Canlab), 
with American Hospital Supply. 
New directors and officers have 
been appointed by the Fisher & 
Burpe division of American Hos- 
pital Supply (Canada). Directors 


WLY, 1960 


recently. 


are Thomas G. Murdough, presi- 
dent, Foster G. McGaw, Harry k. 
DeWitt, Charles F. Hough, Fred 
A. Lewis, Robert A. Davies and 


W. R. Dewson. Mr. Lewis was 
elected executive vice-president. 
Elected regional managers are 


Lucien LeChasseur, Montreal; Mr. 
Dewson, Toronto; R. A. Puls, 
Winnipeg; R. J. Baker, Edmonton, 
and H. C. Day, Vancouver. 

In Mount Prospect, Il., Arnar- 
Stone Laboratories, the ethical 
pharmaceutical subsidiary of Amer- 
ican Hospital Supply, has an- 
nounced ground-breaking for a 
new addition to research facilities. 


Developments At 

Raytheon Company 

The Commercial Apparatus and 
Systems Division was to move into 
its new building in Norwood, 
Mass., in April, while the Mach- 
lett Laboratories division of Ray- 
theon plans to construct a new 
expandable plant in Winsted, 
Conn., to open next year. 


James Dunlop, second 
from right, administra- 
tor, Bridgeport (Conn.) 
Hospital, accepts an 
air purifying instrument 
from Edward Sciongay, 
president of Shelton 
Metal Products Corp. 
Looking on are John 
Menier, second from 
left, Shelton’s national 
sales director, and Val 
E. Early, president of 
American Surgical Sup- 
ply and Equipment, dis- 
tributors of the product. 


Examining plans for a new research and development facility at its 
New Brunswick, N. J., site are E. R. Squibb G Sons’ executives (left 
to right) J. J. Toohy, general manager; A. F. Langlykke, director of 
Squibb Institute’s research and development laboratories, and R. J. 
Dahl, vice-president and director, research and development. The new 
unit will integrate many of the department’s functions. Official dedi- 
cation of a new Squibb branch facility in Houston, Tex., took place 


TRADE TOPICS... 


Alfred S. Buyer has been pro- 
moted to advertising and sales pro- 
motion manager of Raytheon’s 
Microwave Cooking department. 


Changes In Sperry Rand's 
Remington Rand Division 
Sale by the Clary Corp. of its add- 
ing machine and register 
division to the Sperry Rand Corp., 
will become effective July 1. The 
transaction will add lines of equip- 
ment not formerly on the Reming- 
ton Rand product list and will 
include all physical assets of the 
Clary plant in Searcy, Ark. 

Joel M. Kibbee has been named 
manager of customer educational 
services of the Remington Rand 
Univac Division of Sperry Rand 
Corp. 


News Briefs 

Charles E. Dutchess, M.D. — has 

been elected to the board of di- 

rectors of Zotox Pharmacal Co, 
(Continued on next page) 
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TRADE TOPICS continued ; 
Inc., and named chief medical ad- 


viser to the company. 

* 
Robert D. Abels—has been ap- 
pointed president of Scientific 
Chemical Corp. He is a former field 
director for the Food and Drug 
Administration. 


* * * 


Thomas H. Jones, Sr. — who was in 
charge of medical detailing and 
promotion for the Kalak Water 
Co., Inc., New York, from 1922 to 
1942, has returned to that concern 
as consultant on medical promo- 
tion. 

* * * 
Chester S. Keefer, M.D. — has been 
elected a director of Merck & Co., 
Inc. Dr. Keefer is director of the 
Medical Center of Boston Univer- 
sity, Massachusetts Memorial Hos- 
pitals, and president-elect of the 
American College of Physicians. 

* 
John H. Deegan—has been ap- 
pointed general sales manager, 
Auth Electric Company, Inc., Long 
Island City, N. Y. Mr. Deegan was 
formerly district sales manager for 
the Simplex Time Recorder Com- 
pany. 

* * 
Dr. Christopher H. Costello — has 
been named to the newly-created 
position of director of research for 
the Colgate Pharmaceutical Lab- 
oratories Division of the Colgate- 
Palmolive Company, New York. 
Dr. Costello will plan and direct 
all research and development work 
of the division. 


* * * 


Edward Johnson — retired _presi- 
dent of Meinecke & Company, Inc., 
New York, died Maich 11. For 
many years Mr. Johnson was active 
in the hospital industry and was a 
co-founder of the Hospital Indus- 
tries’ Association. 


* * * 


Arthur H. Dobler—has been named 
an executive officer of Yale Mate- 
rials Handling Division in Chi- 
cago, Yale and Towne Manufac- 
turing Company. Succeeding him 
as manager of the new, enlarged 
Chicago branch will be Neal J. 
Kemp. 


In Philadelphia, Newcombe C, 
Baker has been promoted to man- 
ager of marketing services, and 
J. Henry Brown to advertising, 
publicity, and sales promotion 
manager, for the company. 

* 


* * 


John J. Nugent—has been ap- 
pointed to the newly-created posi- 
tion, vice-president — operations at 
Ritter Company, Inc. He will be 
in charge of all manufacturing and 
engineering in Ritter’s three do- 
mestic manufacturing plants: Rit- 
ter Company, Inc. and Wilmot 
Castle Company in Rochester, and 
Liebel Flarsheim Company in Cin- 
cinnati, O. Charles E. Vaughn 
succeeds him as director of engi- 
neering at the Ritter Rochester 
plant. 


Another newly-created position, 
that of assistant to the president 
— industrial relations, Rochester, 
will be filled by Curtis W. Howard. 

* 
Sam T. Parker, 
Jr. — been 
appointed gen- 
eral sales man- 
ager for Baxter 
r a 
tories, Inc. He 
has with 
the firm for 11 
years, 

* * 
Charles B. Moore — 61, sales rep- 
resentative for Bard-Parker Co., 
Inc., died May 31. He had been 
with the firm since 1936, for many 
years working in the southern 
states, and recently in the Pennsyl- 
vania area, 

* 
William C. Luther, M.D. — has 
joined the medical department of 
Ames Co., Inc. 

* * * 
William E. Widerkehr—has been 
appointed vice-president in charge 
of sales, Crookes-Barnes Labora- 
tories. He previously served as 
sales manager for the firm’s ethical 
drug subsidiary, Chemway Corp. 

* * 


Henry A. Strade, M.D.—has been 
appointed medical director, Or- 
ganon, Inc. He has been associate 
medical director at Pfizer Labora- 
tories, E. R. Squibb & Sons, and 
White Laboratories, 


Robert J. Manning—has heen ap: 
pointed regional application en. 
gineer for the scientific and process 
instruments division, Beckman In. 
struments, Inc., midwestern region, 
while James D. McCallum has been 
appointed to the eastern region 

* * * 

Henry E. Fish—general sales man- 
ager, American Sterilizer Co., has 
been awarded a fellowship grant 
by Massachusetts Institute of Tech. 
nology to attend its graduate 
school of industrial management, 
* * * 
Patrick A. Robb—has joined the 
sales force of Clay Adams, Inc., to 
represent the company in its west 
ern territory. Robert M. Pollack js 
a new midwest sales representative. 

* * * 

American Seating Co.—has organ: 
ized a new hospital division and 
will enter the field of patients 
room furniture this year. 

* * * 

Clarence W. Truehart, M.D.—has 
joined the scientific information 
division, Norwich Pharmacal Co. 
He was formerly executive secre 
tary, American Medical Technol: 
ogists Association and editor of its 
journal. 

* * * 
Baird-Atomic, Inc., and Hilger & 
Watts, Inc.—have jointly 
nounced a U.S. sales and_ service 
agreement with Hilger & Watts, 
Ltd., of London, England. 

* * * 

Eugene R. Jolly, M.D.—has been 
named medical director, Ives-Cam- 
eron Co. He is also a consultant 
in clinical pharmacology, Seton 
Hall University College of Medi 
cine and Dentistry. 

* * * 

The Torrington Co. — has author 
ized Oscar D. O'Neill, export sales 
managers, to represent its products 
in markets outside the U.S.A. and 
Canada. 

* * * 

Martin Lawrence Weiner — ha 
been appointed field sales manage! 
for Blair Laboratories, Inc. 

* * * 

Thomas S. Murphy—has been 4p 
pointed architectural sales repre 
sentative, Bobrick Dispensers, Inc., 
to promote specifications of the 
company’s equipment. 
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The peritoneum as a “kidney” in renal failure... 


™ 


Peritoneal Dialysis Solution 


Effectively removes crystalloid metabolites and toxic substances that 
ordinarily would be excreted by normally functioning kidneys 


Peritoneal dialysis, made practicable with 
Dianeal, offers a relatively safe and effective 
method for the “dialytic management” of uremic, 
over-hydrated and some poisoned patients. The 
method utilizes the peritoneal membrane to trans- 
fer crystalloids and water. 

Other osmotic adjustments can be made by 
supplementing Dianeal solutions. 


. 


Dianeal electrolyte solution is available in 
two dextrose concentrations: Dianeal with 1.5% 
Dextrose in acute renal failure, dialysable 
poisons, etc. and Dianeal with 7% Dextrose for 
patients with massive edema. To facilitate admin- 
istration and evacuation of Dianeal solutions, a 
special Y-Type administration set and abdominal 
catheter also are available. 


Write for complete information including administration technic. 


MORTON GROVE, ILLINOIS 


Distributed and available in the 37 states east of the Rockies (except in the city of El Paso, Texos) through 
AMERICAN HOSPITAL SUPPLY CORPORATION 


Parenteral Products Division, Evanston, III. 
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